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Patey, D. H.: The Mixed Tumors of the Salivary 
Glands. Brit. J. Surg., 1930, xviii, 241. 

In his introduction to a review of fifty-five cases of 
mixed tumors of the salivary glands, Patey discusses 
the problems of terminology and histological charac- 
teristics which appear to have been the main ob- 
stacles to a proper understanding of these neoplasms. 
His study dealt with the histological appearance and 
clinical course of the tumors and the relation of the 
histological structure to the clinical manifestations. 

Histologically, the tumors are of four types, all 
very cellular. The typical group show adenomatous 
formations and myxomatous tissue. Those of anoth- 
er group are poorly differentiated tumors to which 
the term ‘“‘sarcomatous”’ has been applied. Those 
of a third group are well-differentiated tumors which 
have been described as ‘“‘adenomatous.” Those of a 
fourth group show irregularity of cell structure and 
nuclear changes. 

It is believed that these mixed tumors of the sal- 
ivary glands have an epithelial origin as all of the 
varieties are made up of the same types of cells, 
many of the cells are distended by a granular secre- 
tion suggesting their origin from an epithelial secret- 
ing organ, and many investigators believe that the 
so-called cartilage deposits formerly thought to be 
present in these tumors are fibrillar condensations of 
myxomatous tissue which result in a pseudocapsular 
arrangement around the cells. 

The region involved in the fifty-five cases reviewed 
was the parotid gland in thirty-eight cases, the sub- 
maxillary gland in six cases, the palate in five cases, 
and other regions such as the lip, the angle of the 
mouth, the face, the tongue, and the sublingual gland 
in five cases. In the report of one case the location of 
the tumor was not stated. Recurrence developed 
eleven times in the parotid gland, once in the sub- 
maxillary gland, once in the palate, and once in the 
sublingual gland. In one of the cases with involve- 
ment of the parotid gland a recurrence appeared 
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after nineteen vears. No time limit of liability 
to recurrence could be set. Parotid tumors recur 
more frequently than the others. 

Of twenty-four cases of typical tumors, recurrence 
is known to have developed in only four. Seven of 
the patients could not be traced. Of nine cases of 
tumor of the poorly differentiated type, a recurrence 
developed in one. Of six cases of tumor of the well- 
differentiated type, a recurrence is known to have 
developed in three. Two of the patients with this 
type of tumor could not be traced. Of eight cases of 
the poorly differentiated type showing irregularity 
of cell structure and nuclear changes, a recurrence 
developed in five. 

The author attributes recurrences to seedling nod- 
ules present in the capsule which are not removed at 
operation and to the tendency of the salivary glands 
to develop tumors. The parallelism between a high 
degree of cell differentiation and a tendency toward 
multiple tumor formation is cited to show that the 
apparent recurrences are not true pathological re- 
currences. Of eleven recurrences studied, four were 
encapsulated and seven infiltrating. Recurrences of 
the infiltrating type have a less favorable prognosis 
than the others. There is no evidence of a change of 
histological type in the recurrences. 

The treatment recommended by the author is a 
combination of surgery and irradiation with radium. 

CLARENCE V. BATEMAN, M.D. 


EYE 


Kendall, A. I., and Gifford, S. R.: Trachoma and 
Avitaminosis. Arch. Ophth., 1930, iv, 322. 


While the bacterium granulosis was found by 
Noguchi and others to be a cause of trachoma, it is 
believed by many that such factors as dust, flies, 
and vitamin deficiency are contributory causes. The 
authors conclude from experiments on rats that a 
lack of Vitamin A is not essential for trachoma in- 
fection. However, they do not wish their findings 
to be construed as disproving the theory that it may 
be a contributory cause. Leste L. McCoy, M.D. 
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Levine, J.: Paralysis of an Extra-Ocular Muscle 
After Spinal Anesthesia. Arch. Ophih., 1930, iv, 
516. 

Following a review of the literature on paralysis 
of the ocular muscles after spinal anesthesia, Levine 
reports a case in which operation performed on the 
gall bladder under spinal anwsthesia induced with 
procaine hydrochloride was followed by paralysis 
of the right external rectus. Convalescence was 
uneventful for three days after the operation, but on 
the fourth day diplopia began. The paralysis was 
discovered after the patient left the hospital. There 
was no history of squint. A slight refractive error 
was found in both eyes. ‘The visual fields were nor- 
mal. Wassermann tests of the blood and spinal fluid 
were negative. There was no loss of weight. The 
general health was good. The eye was examined at 
weekly intervals, but was given no treatment. After 
nine weeks the paralysis began to diminish. Eighteen 
weeks after its onset it had completely disappeared. 
Leste L. McCoy, M.D. 


Gifford, S. R., and Lazar, N. K.: Inclusion Bodies 
in Artificially Induced Conjunctivitis. Arch. 
Ophth., 1930, iv, 468. 

By producing conjunctivitis in animals with two 
chemicals and an organism obtained from a source 
independent of trachoma and “‘inclusion blenor- 
rhoea,” the authors were able to obtain material 
showing typical inclusion bodies. The inclusions 
produced by the three agents used were identical in 
form and staining reactions. In the authors’ opinion, 
the fact that such inclusions were produced by chem- 
ical agents is proof that they do not represent de- 
generated bacteria, as was suggested by Bengston 
and others. 

The inclusions were identical in form and staining 
reactions with those found in trachoma and “inclu- 
sion blenorrhoea.”” While they were not as numerous 
as in some cases of the latter condition, they were 
no more difficult to find than in trachoma. 

Gifford and Lazar believe it possible to conclude 
from this work only that such inclusions are pro- 
duced by inflammation of the conjunctiva with 
swelling and lymphoid hyperplasia. This would ex- 
plain their occurrence in trachoma and “inclusion 
blenorrhcea”’ without the assumption that they have 
a relation to a virus. Accordingly, the presence or 
absence of inclusion bodies appears to be of no im- 
portance in the etiology or diagnosis of trachoma. 

Lesire L. McCoy, M.D. 


Rycroft, B. W.: Non-Magnetizable Metallic For- 
eign Bodies of the Cornea, with the Report of a 
Case. Brit. J. Ophth., 1930, xiv, 501. 


The author cites a case in which multiple non- 
magnetic foreign bodies were blown onto the corner 
by an explosion of solder. Slit-lamp examination 
revealed that the foreign material lay in the corneal 
epithelium and the superficial layers of the sub- 
stantia propria, but had not penetrated Descemet’s 
membrane. 
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In the treatment it was decided to allow secondary 
ulceration to occur, but when, at the end of fourteen 
weeks, only a few particles had been extruded, it was 
decided to exfoliate the corneal epithelium. ‘The 
cornea was douched frequently with 4 per cent 
cocaine and allowed to dry so that it was uniformly 
opaque. The epithelium was then denuded. ‘he 
fact that only a few particles were removed indi- 
cated a marked cohesion between the cornea and the 
metal. Six weeks later the eyes were quieter, the 
patient was able to resume work, and the metallic 
particles were fewer. Grorce R. McAvutirr, 


Moore, R. F.: Two Cases of Epithelial Implanta- 
tion Cyst of the Iris. Brit. J. Ophth., 1930, xiv, 3.6. 


The author reports two cases of epithelial implin- 
tation cysts in the iris which were operated upon sic- 
cessfully with restoration of normal vision. In both, 
there had been a perforation of the cornea with inclu- 
sion of an eyelash in the iris. Such eyes are irrita}le 
and inclined to flash easily on examination. At the 
site of the cyst there is first noticed a woolly appear- 
ance of the iris with keratitis. It is not known by the 
author whether such cysts occur without the inclu- 
sion of an eyelash. Georce R. McAuttrr, M.D. 


Samuels, B.: Cystic Degeneration of the Retina. 
Arch. Opth., 1930, iv, 476. 

Cystic degeneration of the retina occurs in prac- 
tically every pathological condition of the eye. The 
cavities may be classified as follows: 

1. According to location with reference to: (a) the 
optic nerve, (b) the macular region, and (c) the reti- 
nal layers—internal nuclear layer, external plexiform 
layer, external nuclear layer, and nerve-fiber layer. 

2. According to ocular Jesions: (a) detachment of 
the retina, (b) glaucoma, (c) diseases of the blood 
vessels, (d) papilloedema, (e) iridocyclitis, (f) end- 
ophthalmitis, and (g) tumors of the choroid. 

The causes are disturbances of the circulation due 
to papilloedema, glaucoma, obstruction of the central 
vein, or toxins. 

The cavity formation may occur without disten- 
tion, from simple death of the cells, or with distention, 
as the result of pressure atrophy. 

Old cysts are usually filled with clear fluid, and 
recent cysts with a highly albuminous fluid. In some 
instances the cysts contain red blood cells. 

Pseudocysts are spaces occupied by fat. 

L. McCoy, M.D. 


Cohen, M.: Unrecognized Retinoblastoma and 
Pseudoretinoblastoma: Report of Cases. 
Ophth., 1930, iv, 368. 

In the case of retinoblastoma reported by the au- 
thor the history was of little aid in the diagnosis and 
the acute manifestations prevented observation of 
the condition of the vitreous chamber. Necrosis is a 
characteristic feature of retinoblastoma. Some au- 
thorities believe that it liberates toxins causing irido- 
cyclitis; others, that the acute condition is due to 
local recurrence of the growth. In the author’s case 
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the question arose as to whether vaccination three 
days before the onset of the eye condition had any 
relationship to the latter. The diagnosis of retino- 
blastoma was suggested by hemorrhage in the 
aqueous. 

The author’s case of pseudoretinoblastoma was 
that of a child three months old. The clinical mani- 
festations in the eye were typical of retinoblastoma, 
but the microscopic diagnosis was plastic cyclitis 
with sequela. Cyclitis in infants is generally of infec- 
tious origin, but in this case the source of the infec- 
tion was obscure. It was impossible positively to ex- 
clude retinoblastoma, but as pseudoretinoblastoma 
would have resulted in phthisis bulbi with complica- 
tions, enucleation was necessary whichever condi- 
tion was present. Leste L. McCoy, M.D. 


PHARYNX 


McKenzie, D.: Gradual Diathermy Destruction of 
the Faucial Tonsils. J. Laryngol. & Otol., 1930, 
xlv, 686. 


The diathermy method of tonsil destruction de- 
mands considerable skill and attention to detail, but 
as it makes much fewer demands on the patient’s 
courage and endurance than the ordinary tonsil- 
lectomy it will probably become a popular method. 
It is a satisfactory procedure for dealing with the 
tonsils of that large group of persons who, at the 
present time, prefer to endure their symptoms rather 
than run the risks and submit to the discomforts of 
the ordinary operation. James C. BraswetL, M.D. 


NECK 


Sabatini, G.: Echinococcus Cyst of the Thyroid 
(Cisti da echinococco della tiroide). Riforma med., 
1930, xlvi, 1357. 

A patient twenty-one years of age was sent for 
operation with a diagnosis of cystic goiter. He came 
from a region where goiter is endemic. Operation 
showed a cyst containing about thirty hydatid vesi- 
cles mixed with pus. The latter explained the pain 
which the patient had suffered and the rapid growth 
of the cyst at first. Firm adhesions caused by the 
suppuration necessitated marsupialization. The 
patient recovered completely. 

Aubrey G. Morcan, M.D. 


Moschcowitz, E.: The Nature of Graves’ Disease. 
Arch. Int. Med., 1930, xlvi, 610. 


The author regards Graves’ disease as a syndrome 
of disorders with a history extending over a long 
period of time which is characterized by a sensitive, 
emotional, neuropathic personality, often shows 
familial and hereditary tendencies, and is strongly 
influenced by environment. It may pass through 
various stages such as the “formes frustes” and 
“basedoid”’ stages. 

There is no characteristic physical make-up. 
While in some cases there may be a thymicolym- 
phatic constitution, the thymus gland does not acti- 
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vate the thyroid gland and the thyroid does not 
activate the thymus, as is evident from the frequent 
occurrence of persistent thymus without Graves’ 
disease and of Graves’ disease without persistent 
thymus. 

Undoubtedly the basic exciting factor is fear. The 
changes in the thyroid are the result, not the cause, 
of the disease, and are probably due to the influence 
of the nervous system. 

Graves’ disease is more common in females than 
in males and occurs most often after puberty. It is 
most frequent in races of high emotional develop- 
ment. 

The diagnosis cannot be based on any single sign 
or test. In the treatment, numerous factors must be 
considered, including the constitution, the exciting 
psychic insult, and the degree of hyperthyroidism 
as indicated by the basal metabolic rate. Otherwise, 
no method will give satisfactory results. 

After reduction of the metabolism by thyroidec- 
tomy the adjustment of the patient to her environ- 
ment and stabilization of her personality remain 
to be accomplished. W. O. Jounson, M.D. 


Pfahler, G. E., and Vastine, J. H.: The Results of 
Roentgen Therapy in Goiter, Based upon 
Observations in 400 Cases. Am. J. Roentgenol., 
1930, XxiVv, 395. 

The 400 cases reviewed by the authors included 
13 cases of simple, colloid, or non-toxic goiter, 3 of 
the non-toxic hyperplastic goiter of adolescence, 238 
of the toxic hyperplastic or exophthalmic type of 
goiter, 26 of non-toxic adenoma, 92 of toxic ade- 
noma, 2 of non-suppurative thyroiditis, and 26 of 
carcinoma of the thyroid. The 13 cases of simple 
goiter were selected from 145 cases referred for 
irradiation because they had failed to yield to 
medical treatment or the patient refused operation. 
In 10 of them good results with disappearance of the 
goiter were obtained. Of the 3 cases of non-toxic 
hyperplastic adolescent goiter, the enlargement of 
the gland disappeared in all. 

The cases of exophthalmic goiter are tabulated 
according to the severity of the thyrotoxicosis, the 
duration of the symptoms before treatment and its 
relation to the results, the average number of treat- 
ments given, and the permanency of the results in 
cured or benefited cases. In 58.3 per cent of this 
group a definite cure for an average of over six years 
was obtained, and in 28.3 per cent there was marked 
improvement. In 18 cases an operation was per- 
formed subsequently. In to of the latter there had 
been no improvement after an average of 4 roentgen 
treatments; in 2, a post-irradiation recurrence de- 
veloped; and in 4, which were inoperable in the be- 
ginning, the condition was sufficiently benefited by 
roentgen therapy and medical supervision to make 
operative treatment possible. Nineteen patients 
with exophthalmic goiter were suffering from post- 
operative recurrence. Seven of these were cured, 8 
markedly benefited, and 4 not benefited. Ten de- 
veloped telangiectases and 4 subsequently had a 
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metabolic rate lower than normal. Nineteen pa- 
tients have died since the treatments were given, but 
the deaths of only 6 of them were attributed to 
hyperthyroidism. Those who died from hyper- 
thyroidism were in a critical state of toxicosis; they 
failed to respond to the irradiation and succumbed 
before more than 1 series of from 1 to 3 treatments 
could be given. Two of them were suffering from a 
postoperative recurrence. The response to irradia- 
tion and the relation of the gain in weight to the 
decrease in the pulse rate and the metabolic rate are 
shown in a table. Another table compares the drop 
in the basal metabolic rate during roentgen therapy 
in the authors’ cases with the drop in the basal 
metabolism in 100 cases treated surgically by Lahey. 

Of the cases of non-toxic adenoma, only those 
with small tumors were selected for irradiation. For 
the others surgery was considered preferable. In 
practically all of the irradiated cases the adenomata 
were given localized doses through single portals. In 
over 56 per cent of the cases there was complete dis- 
appearance of the adenoma to palpation for an 
average of seven years, and in 26 per cent the size of 
the tumor was greatly decreased and the goiter 
became almost invisible. 

The cases of toxic adenoma treated by roentgen 
therapy are tabulated in the same way as the cases of 
exophthalmic goiter. In this group, 55.3 per cent 
of the patients were cured and 36.5 per cent were 
markedly benefited. Asa rule the goiter was greatly 
decreased, but frequently it did not disappear com- 
pletely. Seven cases subsequently came to opera- 
tion. Two o1 them had failed to respond to the 
irradiation. In the 5 others there had been marked 
relief of the toxic symptoms, but the thyroid hyper- 
trophy had persisted and caused pressure symptoms. 
Three cases were postoperative recurrences; of 
these, a cure was obtained in 1, marked improvement 
in 1, and no improvement in 1. Twelve of the pa- 
tients died, but only 3 of the deaths could be at- 
tributed to the goiter. Four of the patients de- 
veloped telangiectases. 

Of the 2 cases of non-suppurative thyroiditis, 1 
was apparently cured two weeks after a single irra- 
diation and the other after a more prolonged course 
of treatment. 

The authors discuss also 12 cases of substernal 
goiter which they treated with the roentgen rays. 
Six were of the exophthalmic variety. Disappear- 
ance of the goiter was obtained in s. 

Of 23 cases in which thymic enlargement was 
definitely shown by roentgen examination, 21 were 
cured and 2 greatly improved by irradiation of the 
anterior mediastinum and thyroid region. 

In 8 cases the simultaneous presence of uterine 
fibroids was recognized. In 6 of these which were 
treated with the roentgen rays the irradiation was 
followed by disappearance of, or a marked decrease 
in the size of the tumors. 

The roentgen technique is described at some 
length. The importance of eliminating associated 
foci of infection is emphasized. Reference is made 
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to the medical treatment which should accompany 
the irradiation and to the possible danger of the 
administration of iodine, especially in cases of toxic 
adenoma. A table shows that the results of roentyen 
therapy in the authors’ cases of hyperthyroidism 
were very similar to the results reported by others. 

In summarizing their findings, the authors state 
that 57.5 per cent of their patients with hyperthy- 
roidism were cured, 30.5 per cent were markeilly 
benefited, and 12 per cent were benefited only 
slightly or not at all. 

They conclude from their own observations «nd 
those of others that roentgen therapy offers as god 
prospects of cure or marked improvement as ire 
offered by any other method, but that in cases with 
pressure or embarrassment of respiration, surgery’ is 
indicated. In non-toxic cases, surgical or medical 
treatment is to be recommended, depending upon 
the type. When medical treatment fails and surgery 
is refused in non-toxic cases several small series of 
irradiations may be given with little danger of 
impairing the function of the gland. 

HARTUNG, M.!). 


Nordland, M.: The Larynx as Related to Surgery 
of the Thyroid. Based on an Anatomical Study. 
Surg., Gynec. & Obst., 1932, li, 449. 


Careful dissections of the laryngeal and thyroid 
regions were made to determine accurately the ‘is- 
tribution and relations of the superior laryngeal 
nerve and the anatomical relations between the re- 
current laryngeal nerve and the inferior thyroid ar- 
tery on each side. Nineteen dissections were made 
on larynges and thirty-one on the thyroid and peri- 
thyroid regions. 

The usual teaching today is that the superior |a- 
ryngeal nerve is sensory to the mucous membrane of 
the larynx through its internal branch and motor to 
the cricothyroid muscle through its external branch. 
Recent writers disagree somewhat. The author also 
disagrees. In eighteen of his nineteen dissections of 
the larynx he found that the interarytenoid muscle 
(adductor of the posterior portions of the vocal 
cords) was innervated exclusively by the internal 
branches of the superior laryngeal nerves. In ouily 
one specimen did this muscle receive branches from 
both the internal branch of the superior laryngeal 
nerves and the recurrent laryngeal nerves. In three 
specimens there was an anastomotic twig between 
the internal branch of the superior laryngeal «od 
recurrent laryngeal nerves. The external branch of 
each superior laryngeal nerve was distributed mainly 
to the corresponding cricothyroid muscle (elongators 
and tensors of the vocal cords). 

The dissection to determine the relations of (ie 
superior laryngeal nerve showed that this nerve 
arises from the ganglion nodosum of the vagus aiid 
courses parallel with and close to the superior thy- 
roid artery. 

The recurrent laryngeal nerve was found to asce!\\! 
along a path a little farther from the tracheo-«>- 
phageal groove than is usually stated. 
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No differences were found in the relation of the in- 
ferior thyroid artery to the recurrent laryngeal nerve 
on the right and left sides. On the right side the 
nerve was anterior to the artery in fifteen specimens, 
posterior to the artery in eight specimens, and be- 
tween equal branches of the artery in seven speci- 
mens. On the left side it was anterior to the artery 
in eleven specimens, posterior to the artery in eleven 
specimens, and between equal branches of the artery 
in seven specimens. 

From these findings it is apparent that injury of 
the superior laryngeal nerve is best avoided by polar 
ligation around the superior pole of the thyroid, and 
injury of the recurrent laryngeal nerve by extra- 
fascial ligation of the inferior thyroid artery. 

Joun H. Wootsey, M.D. 


Snapper, I.: Parathyroid Tumor and Changes of the 
Bones. Arch. Int. Med., 1930, xlvi, 506. 


The author reports a case of generalized decal- 
cification of the bones in a man fifty-six years old 
who had been confined to bed for years and suffered 
very severe pain. A great increase in the calcium 
content of the serum suggested hyperfunction of the 
parathyroids and led eventually to a search for a 
parathyroid tumor. A small tumor which could not 
be differentiated clinically from a thyroid adenoma 
was found and on removal proved to be an adenoma 
of the parathyroid. The operation was followed by 
rapid and continuous improvement in the patient’s 
clinical condition. The pain ceased, the spontaneous 
fracture which had remained ununited for a long 
time healed, the blood calcium returned to normal, 
and the oliguria which developed immediately after 
the operation cleared up. 
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The author discusses the literature and history of 
parathyroidectomy in cases of extensive decalcifica- 
tion of the bones. He concludes that in the case he 
reports the condition began as a generalized osteitis 
fibrosa and advanced to the pseudo-osteomalacic 
end-stage of Recklinghausen’s disease. He believes 
that the high calcium content of the serum indicated 
hyperfunction of the parathyroids. 

Louis P. GamBer, M.D. 


Harris, R.: Granuloma Venereum: A General Dis- 
cussion, with the Report of a Case of Laryngeal 
Involvement. Laryngoscope, 1930, xl, 707. 


The author discusses the history, the age, race, 
and sex incidence, the geographical distribution, the 
modes of transmission, the incubation period, the 
types, the gross and microscopic character and body 
distribution of the lesions, and the prognosis, pro- 
phylaxis, and treatment of granuloma venereum. 
He states that the condition is a distinct entity pro- 
duced by a known organism in which the lesions 
usually begin in the genital regions, but may affect 
the skin and mucous membranes of other portions 
of the body. When it involves the pharynx or larynx, 
which is unusual, the difficulty in the diagnosis and 
the consequent delay of treatment result in marked 
tissue destruction. 

Prolonged and carefully controlled treatment with 
potassium and antimony tartrate is advocated. 
However, successful results from newer prepara- 
tions, such as antimony thioglycholate, which are 
less toxic, have been reported. 

Recurrences of experimental jesions have devel- 
oped after a cure had supposedly been obtained. 

W. O. Jounson, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Riser and Sorel: Studies of the Cerebral Circula- 
tion. A Comparison of Techniques. Direct 
Observation with a Closed Cavity (Etudes sur 
la circulation cérébrale. Comparaison des tech- 
niques. L’observation directe en milieu clos). 
Presse méd., Par., 1930, Xxxvili, 1073. 

Stereoscopic observation, measurement, and mi- 
crophotography after simple craniectomy do not 
constitute a good method for the study of the 
cerebral vessels as the cerebral mass, meeting no 
opposing force analogous to the dura mater and 
bone, swells and thus causes error. With the use of 
a system of irrigation and a glass plate hermetically 
adjusted over the opening in the skull after the dura 
has been opened the brain can be protected from 
atmospheric influences by replacing the air under 
the plate with Ringer’s solution at 37 degrees F.; 
stereoscopic observation, measurement, and photog- 
raphy of the cerebral vessels, magnified from 30 to 
100 times, are possible; and passive vasodilatation 
and cerebral hernia are prevented by maintenance 
of the normal intracranial pressure. The rigid and 
opaque shell of the cranium is replaced by a shell 
equally rigid but transparent. Prolonged observa- 
tion over several hours is possible. Instantaneous 
photography and microcinematography are espe- 
cially facilitated. 

The authors use only young adult animals in 
perfect condition. They limit the length of the op- 
eration as much as possible, use a subject only for 
a very limited experiment, and employ a single 
pharmacodynamic agent. Their technique is de- 
scribed in detail. 

Under the conditions outlined, observation re- 
veals that the cerebromeningeal surface is traversed 
by very large veins and arteries and their smaller 
collaterals more or less filled with blood which is 
brighter or darker according to the degree of oxida- 
tion. All of these vessels are covered by a thin felt- 
ing of shiny white arachnoid membrane. In very 
young animals the soft meninges which surround and 
cover the vessels are inconspicuous, whereas in older 
animals the arachnoid sheath is well developed. 

Riser and Sorel have rarely seen spontaneous 
variations in the caliber of the arteries and veins 
when the intracranial pressure and the differential 
pressure remained constant. However, the vessels 
can be caused to dilate very easily. The dilatation, 
which is probably passive, persists for a considerable 
time, occasionally throughout the duration of the 
experiment. 

In the dog, and especially in the cat, the caliber of 
the arteries and arterioles is not unrelated to the 
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differential arterial pressure. Some of the arterioles 
are of quite unequal caliber, tortuous, and varicose. 
Under the influence of secondary mechanical {ac- 
tors or the action of certain substances they muy 
dilate irregularly. 

The authors have performed more than 300 ¢x- 
periments in pharmacodynamic research with the 
glass-plate method. In a later report they will coin- 
pare their work with that of the Harvard neuro- 
physiologists. Pace. 


Fay, T.: Head Injuries—The Results Obtained 
with Dehydration in Forty-Eight Consecutive 
Cases. J. Iowa State M. Soc., 1930, XX, 447. 


In the cases of severe head injury reviewed by the 
author the temperature, pulse, and respiration were 
recorded every fifteen minutes, the blood pressure 
was determined every half hour, a diagnostic lumbar 
puncture was done, and the course of treatment de- 
termined by the findings. No attempt was made to 
treat superficial injuries or lacerations beyond con- 
trol of bleeding and the application of sterile dress- 
ings. All possible measures were taken to obtain 
immediate relief of shock and the conditions favoring 
an increase of intracranial pressure. 

On the patient’s admission to the hospital, com- 
plete neurological and X-ray examinations were 
omitted, but the site of injury was carefully inspected 
and the presence or absence of stupor, aphasia, and 
paralysis was noted. Atropin, pituitrin, strychnine, 
or ergot was given to overcome the vasomotor relaxa- 
tion. In the cases of adults, from 40 to 60 c.cm. of a 
50 per cent solution of glucose were administered 
during the period of shock. The hypertonic solution 
effected a removal of fluid from the body tissues and 
the cerebrospinal fluid reservoir, thereby increasing 
the blood volume. The cerebral oedema was temjo- 
rarily arrested and the intracranial pressure reduced. 

A careful neurological examination was made after 
the patient’s reaction from shock. The author 
emphasizes the importance of differentiating be- 
tween stupor and aphasia. Restless patients were 
controlled by doses of from 1 to 3 gr. of luminal or 
by 15 gr. of chloral and 30 gr. of bromide given ly 
mouth or double that amount given by rectum. 
Morphine and its derivatives were never employe! 
unless other sedatives failed. 

The pulse rate yields valuable information. .\ 
pulse rate of 68 or below demands investigation as tv 
the cause of irritation. A pulse rate over 120 is of 110 
significance with regard to intracranial pressure «5 
loss of vagus control is followed by a rate of 120 or 
above. When the pulse rate reaches 130 or above. 
the author advocates the injection of a 50 per cent 
solution of glucose with a small amount of saline 
solution to increase the blood volume. The character 
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of the pulse should be carefully noted as a check on 
the peripheral resistance and the need of the heart 
for stimulation. 

The subnormal temperature of shock should be 
treated with the usual measures. When the tempera- 
ture reaches 103 degrees F’., sponging should be done 
and repeated at half-hour intervals if necessary. 
Continuous cold colonic irrigations with hypertonic 
magnesium sulphate solution may be used when the 
danger point is exceeded. A rapidly rising tempera- 
ture above 105 degrees F’. usually indicates a terminal 
condition and strongly suggests an intramedullary 
hemorrhage within the brain substance. 

When the respiratory rate is above 26, cerebral 
irritative factors should be suspected and lumbar 
puncture will usually reveal bloody spinal fluid. 
A respiratory rate of 40 indicates profound cerebral 
disturbances. This rapid breathing produces hyper- 
ventilation, and the rapid loss of carbon dioxide 
favors alkalosis and cedema. When the respiratory 
rate is high, carbon dioxide and oxygen may be given. 
Rates below 18 are usually associated with increased 
intracranial pressure. The latter may be relieved by 
drainage of the spinal fluid or by dehydration by 
hypertonic solutions. Shallow respiratory rates indi- 
cate a failing respiratory center. When respiration 
falls below 16, respiratory stimulants such as atropin, 
caffeine, and carbon dioxide should be given, the 
patient turned on his face, and the foot of the bed 
elevated 45 degrees. Breathing may be aided also by 
placing pillows under the chest. When the respira- 
tory rate falls to from 10 to 2 per minute, oxygen 
should be administered by intratracheal catheter. 
When the respiratory rate falls and the spinal fluid 
remains clear, a middle meningeal haemorrhage 
should be suspected. 

The systolic blood pressure need not cause con- 
cern if it is maintained above 75 or below 200 mm. 
Hg. To prevent transudation of fluid into capillary 
interspaces at four times the normal rate the di- 
astolic pressure must be maintained above 40 mm. 
Hg. A diastolic pressure of 60 mm. Hg or below 
calls for active drug stimulation and the adminis- 
tration of a 50 per cent solution of glucose. The 
author emphasizes that when the pulse pressure 
crosses the pulse rate, dehydration rather than de- 
compression should be done. 

As soon after the period of shock as possible, spinal 
puncture should be performed and the pressure de- 
termined. In the presence of bloody spinal fluid, 
complete drainage of all fluid obtainable is necessary. 
Lumbar drainage must be resorted to as often as is 
indicated by a rise in the pulse pressure and respira- 
tory changes. It should be discontinued when the 
spinal fluid becomes clear and the pressure of the 
spinal fluid can be controlled by fluid intake and 
dehydration. 

The author believes that magnesium sulphate is 
contra-indicated during the period of shock, but 
may be employed to great advantage when fluids 
are restricted during the first ten days after the 
cerebral injury. To obtain dehydration and increase 
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the blood volume in shock, he uses from 30 to 60 
c.cm. of a 50 per cent solution of glucose. In the 
presence of hyperventilation this gives an additional 
supply of carbon dioxide. 

An exact record of intake and output of fluids 
should be kept until the second week. The total in- 
take of fluid in any form should not exceed 20 oz. 
per day unless the spinal fluid is bloody. When 
blood is present in the spinal fluid it may be in- 
creased to from 30 to 32 oz. per twenty-four hours, 
but the physician must be ready to do a spinal 
puncture at any time. 

After his discharge, the patient should be re- 
stricted to a fluid intake of not more than from 32 
to 40 oz. per twenty-four hours in order to prevent 
post-traumatic sequel. 

The mortality in the cases reviewed was 20.8 per 
cent. After the third hour following the patient’s 
admission to the hospital it was 10.4 per cent, and 
after the twelfth hour it was 8 per cent. 

RoBeErt ZOLLINGER, M.D. 


Reichert, F. L.: Epilepsy Due to an Arteriovenous 
Aneurism of the Brain. Surg. Clin. North Am., 
1930, X, II4I. 

The patient whose case is reported was a woman 
forty-two years of age with a history of nocturnal 
convulsions for seven years. The attacks occurred 
at long intervals at first, but had increased in fre- 
quency. The husband described them as generalized 
clonic states associated with bed wetting and fol- 
lowed by deep sleep. During the past two years, on 
awakening after a convulsion, the patient had often 
noticed severe pain in the right temporal region 
which would be relieved by vomiting. She thought 
that on some mornings after an attack the left side 
of her body felt more tired than the right side. 

Physical and neurological examinations disclosed 
nothing of importance. The visual fields were nor- 
mal. The ophthalmoscopic findings showed normal 
pulsation of the retinal vessels. Percussion and aus- 
cultation of the skull revealed no abnormalities. 

Roentgenograms of the skull showed a calcified 
pineal gland displaced about 1 cm. toward the left 
side in the anteroposterior view. Small calcifications 
faintly visible in the right temporal fossa were 
strongly suggestive of tumor. Ventriculograms 
showed a normal left lateral ventricle. The body and 
temporal horn of the right lateral ventricle were 
obliterated, and a lateral irregularity of the anterior 
part of the right ventricle was noted. The calcified 
area in the right temporal lobe seemed to be in the 
region of the island of Reil. 

A pre-operative diagnosis of vascular abnormality 
was made because of the long history of a single 
symptom—epilepsy manifested only during sleep in 
a patient without objective signs of increased intra- 
cranial pressure. 

A right craniotomy showed the convolutions to be 
of normal size and firm in consistency. In the sylvian 
fissure the subarachnoid spaces were enlarged and 
quite deep, forming a large lake of cerebrospinal fluid 


'S 
‘ 

i 

4 

C 

r 

) 

r 

> 

| 

| 

| 

| 


112 INTERNATIONAL ABSTRACT OF SURGERY 


out of which four serpentine arteries arose from the 
tip of the temporal lobe. The superficial and more 
tortuous artery in the fissure contained red pulsating 
blood, but in its continuation over the parietal lobe 
it became bluish. In its course and situation it 
resembled the rolandic vein, and it was found to 
enter the longitudinal sinus although it originated as 
an artery in the sylvian fissure. Close examination 
showed that as it emerged from the sylvian fissure a 
vein coming from the frontal lobe emptied pure 
venous blood into this channel at the junction of the 
sylvian and rolandic portions. At a midway point in 
the rolandic channel two arteries sent their red 
arterial blood into the rather purplish stream. Occlu- 
sion of these vessels with the primary arterial source 
in the sylvian fissure gave the vessel throughout the 
appearance of a normal rolandic vein. The tortuous 
arteries in the sylvian fissure were so adherent to the 
inner surface of the dura that their mobilization for 
exposure of the main mass beneath the motor area in 
the region of the island of Reil was considered too 
dangerous. The middle meningeal artery was ligated 
without visible effect on the lesion. Decompression 
was done because of the known space-occupying 
vascular lesion which had displaced the pineal gland 
and obliterated a portion of the right lateral ven- 
tricle. When the patient was last seen eight months 
after the craniotomy she stated that she was free 
from convulsions. 

The author reviews intracranial arteriovenous 
aneurisms in general. When the aneurisms are poste- 
rior to the motor tracts the treatment consists of 
radical ligation and extirpation. In selected cases, 
palliative measures such as ligation of the internal 
carotid artery for cerebral aneurism, ligation of the 
vertebral artery for cerebellar aneurism, and decom- 
pression for the relief of pressure symptoms are 
tried. In certain cases deep X-ray therapy may 
prove of value. 

Reichert emphasizes that it is important to differ- 
entiate the cases of epilepsy in which curative meas- 
ures can be applied to the causative agent, whether 
the lesion is a localized scar, a tumor, or a vascular 
anomaly. Rosert ZOLLINGER, M.D. 


Rudaux and Durante: Mycotic Septicemia with 
Cerebral Predominance (Septicémie mycosique 
a prédominance cérébrale). Ann. d’anat. path., 1930, 
vii, 843. 

A woman five months pregnant, in apparently 
good health, was taken suddenly with meningeal 
symptoms (vomiting, coma, jacksonian attacks, and 
fever) and died at the end of two days. Autopsy 
revealed pulmonary and meningeal oedema and fila- 
ments of mycelian appearance in the meningeal ves- 
sels. The filaments were more numerous on one side 
than on the other. 

Fibrin sometimes crystallizes in long and often 
branching filaments which might be mistaken at first 
for mycelia. However, fibrinous filaments lack the 
distinct edges and the special refraction of parasites 
which were apparent in the bodies found at autopsy 


‘times the delirium partially subsided. 


in the authors’ case. The selective staining, the 
double contour, and the occasional extravascular 
location of the bodies also favored the hypothesis that 
they were parasites. They could not be identilied 
absolutely as no cultures were made. 

The temperature agreed with that usually asso- 
ciated with mycotic septicamias, but may have been 
due to the subintrant convulsions. The oedema and 
congestion may also have been due to the convul- 
sions, but these conditions are frequently, if not con- 
stantly, produced by intravascular mycoses. ‘Ihe 
absence of an inflammatory reaction in the neich- 
borhood of the parasites may be explained by the fact 
that mycoses, being often non-toxic or only sligh tly 
toxic, do not always cause the inflammatory reac- 
tions ‘provoked by pathogenic bacteria. The convul- 
sions, which were clearly jacksonian, involved only 
the left side, but as the hemispheres of the brain 
were equally flushed, congestion alone did not ex- 
plain the clinical localization. No focus could be 
found on the right side. Of two fragments talen 
symmetrically from the rolandic convolutions, one 
showed numerous vessels crowded with mycclia, 
whereas in the other the mycelia were very {cwy. 
Even a purely mechanical action of the parasite is 
not without interest as it has recently been sugges‘ cd 
that irritation of the endothelium of the cerel)ral 
vessels may be a cause of certain types of shock and 
convulsive phenomena. 

In conclusion the authors state that while invasion 
of a saprophyte during the death struggle is possible, 
the agreement between the cerebral foci and the form 
of the convulsions, the acute oedema of the lung, and 
the resemblance of the clinical picture to that of an 
earlier case suggest that mycelia from a focus pre- 
viously latent entered the circulation perhaps as the 
result of the pressure changes which are frequent in 
pregnancy, and that the invasion of the vessels by 
the parasites was responsible for the convulsions and 
pulmonary oedema causing death. Paci. 


Marchand, L.: Tumor of the Septum Lucidum, 
Pseudobulbar Syndrome (Tumeur du septum 
lucidum. Syndrome pseudo-bulbaire). Ann. 
path., 1930, vii, 882. 

The patient whose case is reported was a wonn 
aged fifty-one years who entered the asylum with 
the diagnosis of anxiety melancholia associated with 
lethargy, a slow and cloudy mind, and silliness. Dur- 
ing the examination at the time of her admission she 
was in an anxious raptus, wept, and expressed the 
fear that two of her fingers were to be cut off. \t 
There was 
slight dysarthria. The reflexes were lively and the 
pupils normal. The arterial tension was 150-80 mm. 


g. 

The disturbances had begun in June with sadness, 
nightmares, turbulence, dizziness, and difficulty in 
walking. At the end of July the patient lost con- 
sciousness, but speedily recovered. There was 110 
paralysis following this attack. The Wassermain 
test was negative. A sojourn in the country caused 
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no improvement in the mental condition. The at- 
tacks of anxiety became more frequent and accom- 
panied by hypochondriac ideas, elementary halluci- 
nations, and suicidal tendencies. The patient real- 
ized that she was sick and said that she was suffering 
from cerebral congestion. She had spasmodic at- 
tacks of laughing and crying without cause. The 
diagnosis was: organic dementia, clouded intellect, 
spasmodic laughing and crying, pseudobulbar syn- 
drome, gatism. Death resulted. On the day of death 
the patient’s temperature was 39 degrees C. | 

Autopsy revealed a grayish, firm tumor occupying 
the septum lucidum and invading the part of the 
corpus callosum which is subjacent to the insertion 
of the septum lucidum. 

The demential disturbances developed very rap- 
idly. Asa rule such disturbances are attributed to 
internal hydrocephalus, lesions of the cortex secon- 
dary to intracranial hypertension, or compression of 
the central gray nuclei by the tumor, but in this case 
the pseudobulbar syndrome could be explained only 
by the tumor of the septum lucidum with its very 
limited propagation to the corpus callosum. 

The author has collected six cases from the litera- 
ture, none of which was diagnosed before death. In 
one, a tumor the size of a cherry had caused no symp- 
toms. In another, the neoplasm produced a frontal 
syndrome. In a third, in which the growth had ex- 
tensively invaded the corpus callosum, the principal 
symptom was apraxia. In a fourth, in which a tumor 
the size of an egg was situated in the septum lucidum 
below the corpus callosum and compressed the lat- 
ter, the clinical symptoms were quite similar to those 
in Marchand’s case. PAcr. 


Smithburn, K. C., Kempf, G. F., Zerfas, L. G., and 
Gilman, L. H.: Meningococcic Meningitis: A 
Clinical Study of 144 Epidemic Cases. J. .1m. 
M. Ass., 1930, xcv, 776. 

The 144 cases of meningococcic meningitis re- 
viewed in this article occurred in Indianapolis in the 
period from November, 1929, to April, 1930. Ninety 
per cent of the early cases were those of employees 
or relatives of employees in 2 departments of a large 
industrial concern, almost all of whom lived in un- 
sanitary homes. A small number of the patients who 
were taken ill later came from better homes. 

The onset of the condition was usually sudden and 
violent, and the clinical course was rapidly progres- 
sive, with extreme prostration out of all proportion 
to the meningeal symptoms. ‘The fulminating or 
hyperacute type of case constituted 56.9 per cent of 
the series. In 68 per cent of the cases the tongue 
showed a whitish furring with red margins and promi- 
nent bright red papilla. A large majority of the pa- 
tients had some degree of respiratory infection. An 
intracranial pressure of from 35 to 52 mm. Hg was 
usually accompanied by coma, stupor, or delirium 
and occasionally by a cephalic cry and vomiting. 
Obtunded ocular, cutaneous, and tendon reflexes 
were noted in most of the cases. Cutaneous hemor- 
rhages, usually appearing on the first or second day, 
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were present in 68.7 per cent. According to the size 
and distribution of the haemorrhagic spots, the cases 
were divided into 3 groups. In the first group a few 
scattered petechix not over 3 mm. in diameter were 
present on the dorsum of the hands, the knees, the 
ankles, and the feet. In the second group the spots 
were more numerous and were scattered over the 
trunk and about the neck and face. In the third 
group innumerable spots varying from the size of a 
pinpoint to several inches in diameter were found 
over the entire cutaneous surface of the body. 

The outstanding clinical features aside from the 
nervous system involvement were the extreme viru- 
lence of the infection, the evidence of marked system- 
ic infection or intoxication, and the fatal result in 
spite of the rapid improvement in the spinal fluid. 
Fever, anorexia, and prostration were often present 
for hours or even days before the meningeal signs 
developed. The petechial haemorrhages and positive 
blood cultures indicate that severe generalized septi- 
cemia rather than merely a severe toxemia was 
responsible for the cardiac, pulmonary, respiratory, 
and renal complications. 

The illness often began with a chill followed by a 
sharp rise in the temperature to 103 or 104 degrees F. 
Subsequently the temperature was very irregular. In 
the cases of many patients who recovered it repeat- 
edly rose to 106 degrees F. In fatal cases a terminal 
temperature of from 107 to 110 degrees F. was 
common. Defervescence always occurred gradually. 

Early lymphatic involvement was constant. It 
was most marked in the posterior cervical nodes, but 
was fairly generalized. 

Meningeal signs were variable. In infants, rigidity 
of the neck was less marked and opisthotonos was 
frequently not detected until the child was turned 
on the side. Kernig’s and Brudzinski’s signs were fre- 
quently absent in young children. Children from 
four to twelve years of age showed the most marked 
opisthotonos. Kernig’s and Brudzinski’s signs were 
most easily elicited in adults. 

Recrudescences often necessitated resumption of 
the serum therapy. Pneumonia was frequently a 
fatal complication. Pericarditis was fatal in 8 of the 
9 cases in which it occurred. Endocarditis was less 
often fatal. Arthritis, usually of the hands and feet, 
and periarthritis, usually of the knees, developed in 
7-6 per cent of the cases. 

Various transitory paralyses occurred in addition 
to permanent paralyses. Spinal subarachnoid block 
occurred in several cases. Ventricular block was 
fatal in the 6 cases in which it was recognized. In- 
traventricular haemorrhage was also fatal in all 
cases and was associated with extreme terminal 
hyperpyrexia. 

Palpitation, dyspnoea, and other evidences of myo- 
carditis persisted for weeks following recovery, and 
improvement in strength and weight was often very 
slow. All patients who had sphincteric incontinence 
after recovery ultimately regained control of the 
sphincters. 

Serum sickness occurred most often in the second 
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week after the treatment was begun, and when not 
accompanied by urticaria was differentiated from 
recrudescence by neurological examination and the 
spinal fluid findings. In the presence of serum sick- 
ness, treatment was continued if necessary, appar- 
ently without ill effect. 

The leucocyte count was usually between 15,000 
and 25,000. The percentage of polymorphonuclear 
cells was between 80 and 98. The cases with very 
high percentages of polymorphonuclear cells were 
fatal. The spinal fluid pressure, though usually ele- 
vated, ranged from o to 52 mm. When the pressure 
was subnormal the fluid was very turbid or subar- 
achnoid block was present. Spinal fluid cell counts 
varied from 0 to 109,000. 

It was found that clear spinal fluid without leuco- 
cytosis did not rule out meningococcic infection. In 
6 cases in which the number of cells was not in- 
creased and the clinical diagnosis was proved only 
by cultures of the blood and spinal fluid, an increase 
of cells occurred after the intrathecal administration 
of serum. When no organisms could be seen in 
stained smears of centrifugalized cerebrospinal fluid, 
bacteria could rarely be grown. On the other hand, 
cultures were frequently negative when meningo- 
cocci were found in the smears. Spontaneous coagu- 
lation of cerebrospinal fluid indicated an unfavorable 
prognosis. Xanthochromia was present in almost 
every case, but was regarded as of little importance. 

Blood cultures were repeatedly positive. Except 
in 1 case, examination of the blood of convalescent 
patients failed to show specific agglutinins. All cul- 
ture types were found to be of Type 3. 

The routine treatment included a skin sensitiza- 
tion test, rachicentesis, and the intrathecal, intra- 
muscular, and intravenous administration of serum. 
The intravenous administration of an antiseptic so- 
lution was not effective. The authors have found 
that a dangerous anaphylactic reaction may follow 
the first or subsequent daily intravenous injections 
of antimenigococcus serum. 

The procedure finally adopted to combat the posi- 
tive nasopharyngeal cultures was the introduction 
into the nostrils of a 3 per cent solution of ephedrine 
sulphate followed by a 1:4,000 solution of sodium- 
ethyl-mercuri-thiosalicylate twice daily. Following 
the routine use of this combination no further posi- 
tive nasopharyngeal cultures were obtained. 

Sixty-seven of the patients died within seventy- 
two hours after their admission to the hospital and 
25 died later. Throughout the epidemic there was 
an approximate parallelism between the incidence of 
petechie, the percentage of positive blood cultures, 
and the mortality rate. E. S. Pratt, M.D. 


Troisier, J..and Boquien, Y.: Meningeal Spirochz- 
tosis Resulting from Infection of the Finger by 
Contaminated Water (Spirochetose méningée 
d’origine hydrique. Contamination digitale). Bull. 
ct mém. Soc. méd. d. hép. de Par., 19309, xlvi, 1298. 


The case reported was that of a man twenty-six 
years of age who was admitted to the hospital with 


typical meningeal symptoms and a history of severe 
headache for five days. Examination revealed herpes 
and a marked cell reaction in the spinal fluid-—340 
cells to the cubic millimeter with polynuclears pre- 
dominating at first and lymphocytes predominating 
later. There was no fever. On the nineteenth day 
there was a recrudescence of the meningeal symp- 
toms with an increase in the number of cells in the 
spinal fluid. The spleen was enlarged, and there was 
generalized enlargement of the glands. 

Spirochetes were suspected to be the cause of the 
meningeal syndrome because of the herpes and the 
injection of the conjunctiva with perikeratitis. ‘his 
suspicion was confirmed by a positive Martin and 
Pettit serum diagnosis and by inoculation of guinea 
pigs with the urine. From the eighth day of the 
disease the spirochaete serum reaction was positive 
for the icterohemorrhagic spirochaete of Inada and 
Ido, but not for spirochetes of other types. Inocula- 
tion of a guinea pig caused a typical icterohwemor- 
rhagic spirochetosis. Necropsy on the guinea pig 
showed generalized icterus with hemorrhagic lesions 
of the lungs and suprarenals. 

The patient was a dishwasher in a restaurant 
where the water for dishwashing was changed very 
infrequently and became very greasy and dirty. 
Two weeks before the beginning of the disease he 
had pricked the middle finger of his right hand with 
a fishbone and the injury was followed by enlarge- 
ment of the supra-epitrochlear gland on that side. 
The authors believe that the wound of the finger was 
the portal of entry of the infection. 

Aubrey G. Morean, 


Hesse, E.: The Surgical Treatment of True Glos- 
sopharyngeal Neuralgia (Ueber die chirurgisclie 
Behandlung der genuinen Glossopharyngeusneuril- 
gie). Verhandl. d. Russ. Chir. Trilogov. Gesellsch., 10 30. 


True glossopharyngeal neuralgia is one of the 
rarer diseases. Even in the textbooks it is not men- 
tioned or is mentioned only briefly. The secondary 
form of neuralgia of the ninth cranial nerve is much 
more common and occurs most often in carcinoma 
of the tongue. It was first described by Weisenburg 
in 1910. Dandy, Petrov, and VereS¢inskij attempted 
to mitigate the pain by cutting the glossopharyngeal 
nerve. In ten cases of carcinoma of the tongue 
Molotkov performed this operation in the hope of 
obtaining a favorable effect also on the carcinoma. 
The author does not concern himself with such 
cases; he discusses only the common neuralgias vi! 
this nerve, i.e., the cases in which there is nv 
demonstrable anatomical alteration in the nerve 
itself or in the tissues surrounding it. 

So far, twenty-six cases of the latter type have 
been reported, three by Sicard and Robineau, two 
by Harris, four by Doyle, five by Adson, two by 
Singleton, one by Goodyer, two by Dandy, five by 
Hansel, one by Stookey, and one by Usadel. !» 
these is added the author’s case, which was ve!) 
unusual in that it was a combination of gloss - 
pharyngeal and trigeminal neuralgia. 
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The author’s patient was a man fifty-four years 
of age who had suffered from pain in the posterior 
half of the tongue and the left half of the face and 
jaw for three years. As alcohol injections into the 
trigeminus gave no relief, the inferior alveolar nerve 
was cut by another surgeon. Six months after the 
operation the pain recurred. The third ramus of 
the trigeminus nerve was then cut at the base of the 
skull, likewise by another surgeon. The pain then 
ceased in the course of a year. At the end of that 
time the attacks recurred, but were of a different 
character. The pains localized in the pharynx and 
posterior half of the tongue and were caused by 
speaking, laughing, chewing, and _ swallowing. 
Speech was avoided. There was hyperesthesia of 
the posterior half of the tongue, and severe attacks 
of pain were brought on at once if this region or the 
posterior wall of the pharynx was touched. 

As the parotid gland is innervated by the glosso- 
pharyngeal, a functional test of this gland was car- 
ried out according to the method of Loeschle with 
quantitative measurements of the saliva (Filatov). 
In a period of ten minutes, the left parotid, which 
was on the affected side, secreted from 1 to 2 drops 
of saliva and the right gland from 5 to 8 drops. The 
left secreted 1 c.cm. in the same interval that it 
took the right to secrete from 3 to 4% c.cm. During 
the attacks the left parotid secreted twice as much 
saliva in a given time as during the interval periods. 
The secretion from the left side was more concen- 
trated, its specific gravity was higher, and it con- 
tained more mucus than that from the right side. 
This test is recommended by Hesse as an important 
method of differentiating cases of glossopharyngeal 
neuralgia. Control studies in cases of simple tri- 
geminal neuralgia showed that the gland on the 
affected side secreted less saliva than the gland on 
the other side, but the saliva was of the same quality 
on both sides. 

From the symptoms in the case reported it was 
assumed that both glossopharyngeal and trigeminal 
neuralgia were present. At the first operation sec- 
tion of the glossopharyngeus nerve was done under 
local anesthesia according to the Usadel-Kirchner 
method. The character of the pain was altered at 
once. Painful attacks were no longer brought on by 
touching the tongue and pharynx, but the pain in 
the trigeminal region continued. At a second opera- 
tion the gasserian ganglion was cut by the method of 
Lexer. An excellent result was secured and to date 
has been maintained for four months. Functional 
tests of the parotids show that there is no longer a 
secretion of saliva from the left gland, but that the 
function of the right parotid is the same as before 
the operations. 

Glossopharyngeal neuralgia exhibits typical symp- 
toms: unilateral attacks of pain arising in the base 
of the tongue and tonsil, shooting up into the ear or 
eye of the corresponding side, and brought on by 
swallowing, speaking, and chewing, and by touching 
certain areas in the mouth and throat. Adson and 
Fonio obtained good results from the application of 
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cocaine to the sensitive areas, but the relief was of 
short duration. Internal medical treatment is of no 
value. 

Of the twenty-six cases reported in the literature, 
fifteen were operated upon, all with complete suc- 
cess. Also the final result was excellent. 

Section of the glossopharyngeal nerve is usually 
done extracranially. The topographical relation- 
ships in the region of the jugular foramen are not 
simple and the dangers and failures of the operation 
are numerous. In one case, Robineau cut the vagus 
nerve and, in another, the hypoglossus nerve. 
Adson cut the pharyngeal branch of the vagus nerve 
instead of the glossopharyngeal nerve. Fonio has 
given valuable advice as to the technique of the 
operation. Usadel has given a very detailed descrip- 
tion of his method for finding the glossopharyngeal 
nerve in its peripheral sections, where it may be cut 
without injury to neighboring structures. Hesse 
operated according to the technique of Usadel. 
Impressed by the accidents reported in the litera- 
ture, Adson recommended intracranial exposure of 
the nerve from the posterior cranial fossa. However, 
the author concludes that this method is not to be 
recommended for all cases of glossopharyngeal 
neuralgia as it is a grave surgical procedure which 
involves opening the dura. He believes it should be 
reserved for cases in which exposure of the nerve 
from the neck is impossible or peripheral resection 
has not been successful. To date, it has not been 
necessary as peripheral resection has given excellent 
results in every case. E. Hesse (Z). 


SPINAL CORD AND ITS COVERINGS 


Learmonth, J. R., and Braasch, W. F.: Resection 
of the Presacral Nerve in the Treatment of 
Cord Bladder; Preliminary Report. Surg., 
Gynec. & Obst., 1939, li, 404. 


For some time Learmonth and Braasch have been 
on the lookout for a case of ‘‘cord bladder” in which 
the nature of the lesion would justify surgical pro- 
cedures directed to the vesical nerves. Recently 
such a case was observed by them, and the immedi- 
ate results of neurectomy were so gratifying that 
they consider it desirable to operate in selected cases 
of this type. 

In planning an operation for any disorder of mic- 
turition, it is necessary to remember that micturi- 
tion depends on a somewhat intricate reflex in which 
the bladder itself and the internal and external 
sphincter muscles play a part. ‘The normal act in- 
volves contraction of the detrusor muscle of the 
bladder together with relaxation of both internal and 
external sphincters. 

The features of the case in which operation was 
performed at the Mayo Clinic were as follows: 

1. Injury to the intraspinal connections of the 
posterior roots of the second sacral to fifth sacral 
nerves on the left side and third sacral to fifth sacral 
nerves on the right side, manifested by anwsthesia of 
the skin and bladder. 
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2. Injury to the intraspinal connections of the an- 
terior roots of at least the third and fourth sacral 
nerves on both sides, manifested by paresis of the 
external sphincter of the anus and loss of expulsive 
power of the bladder. 

3. Relaxation of the internal sphincter of the blad- 
der. This was not due to palsy of the hypogastric 
nerves as the latter sprang from unaffected segments 
of the spinal cord. It was probably an expression of 
hypotonia, the result of injury to the synapses of a 
reflex arc, which reached the cord by way of the 
pudic nerves or the pelvic nerves, and the posterior 
roots of the third and fourth sacral nerves. 

4. Control of the compressor urethre muscle in 
spite of the injury to the intraspinal connections of 
the anterior roots of the third and fourth sacral 
nerves. The internal sphincter was functionless. 

Learmonth and Braasch concluded that it was 
vitally necessary to deal with the residual urine, 
which constituted the risk to life, and to do so, if 
possible, without condemning the patient to a cathe- 
ter life. It was believed that by submitting to opera- 
tion the patient might gain much and would lose 
nothing. He agreed to the treatment suggested. 

The authors recognize that the case herewith 
reported is insufficient from which to draw conclu- 
sions although its clinical features were such that the 
operation was practically of the nature of a physio- 
logical experiment. Moreover, they realized that 
they were dealing with a bladder already partly 
freed from its central nervous connections, that the 
neurectomy already partly freed it from the control- 
ling influence of still another “level’’ of the nervous 
system (as defined by Hughlings Jackson), and that 
it was necessary to be cautious in translating the ef- 
fects that were observed to explain the mechanism 
of physiological control of the normal bladder. Nev- 
ertheless they believe that the extent of improve- 
ment in the expulsive power of the bladder and the 
rapidity with which this made its appearance must 
be attributed partly to the neurectomy. 

In the cases selected for operation certain require- 
ments must be met. The clinical data must point to 
reduction of the function of the pelvic nerves (aptly 
called by Rose the “emptying” nerves of the blad- 
der) while the hypogastric nerves are uninjured; in 
other words, the balance of vesical innervation must 
be disturbed and injured pelvic nerves handicapped 
in their task by the “brake” action of intact hypo- 
gastric nerves. As a corollary, total paralysis of the 
pelvic nerves must be absent in order that, after re- 
moval of the brake, the residual expulsive power of 
the detrusor muscle may be more equal to emptying 
the bladder. Again, the patient must be continent 
through the action of the compressor urethra mus- 
cle, for the hypogastric nerves are the motor nerves 
to the internal sphincter. Finally, there must be 
satisfactory renal function. 

The part played by the operation described in 
eliminating residual urine suggests the possibility 
that the hypogastric nerves carry inhibitory influ- 
ences to the bladder. 
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Hohlbaum, J.: Adhesive Spinal Pachymeningi- 
tis (Ueber Pachymeningitis adhaesiva spinalis), 
Zentralbl. f. Chir., 1930, Pp. 979. 

Hohlbaum reports four cases of adhesive spinal 
pachymeningitis, a condition in which operative 
treatment is generally considered to offer small hope 
of success. In two cases, which ended fatally from 
urosepsis in spite of operation and in which the con- 
dition was due to spinal anesthesia, there was 
extensive fibro-indurative thickening of the spinal 
meninges with almost total obliteration of the dural 
sac, secondary cord injury, and severe clinical <lis- 
turbances attributable to the spinal cord. 

The operative prognosis is more favorable when 
there has been a preceding bacterial meningitis. as 
in the two other cases reported. Under such circum- 
stances circumscribed obliteration of the dural sac 
seems to be the more frequent result. In one of the 
author’s cases of this type a cure followed laminec- 
tomy and separation of the dura which, over a <is- 
tance of 5 cm., was abnormally thickened and firmly 
adherent to the cord. In the other case at least im- 
provement was obtained. 

When it is impossible to recognize the layer where 


the dura ends and the cord begins, great technical ° 


difficulties are presented. By means of myelogray hy 
the level can be determined exactly. It is advisalle 
to perform the laminectomy as soon as possible ai ter 
the introduction of the iodipin, for if the iodized oil 
remains long at one spot irritation is set up. Hohl- 
baum differs from Krause in holding that it is better 
not to extirpate the thickened dura. He believes this 
dura should be preserved to prevent induration },e- 
tween the naked cord and the bony hard callus that 
usually forms after resection of the vertebral arch. 
WANEE (7) 


PERIPHERAL NERVES 


Vercelli, G.: Automatic Reflexes of the Arms and 
Their Irradiation (Riflessi d’automatismo 
arti superiori e loro irradiazione). Policlin., Rome, 
1930, XXxvii, sez med., 427. 

The author reports two cases in which compressivi 
of the upper part of the cervical spinal column caused 
automatic movements of the arms with irradiation 
of the reflex movements not only from one arm to 
the other but also to the legs and diagonally like the 
“mark-time reflex”? in dogs. In the first case the 
compression was caused by an injection of air jor 
diagnostic purposes. As adhesions prevented the air 
from entering the skull it accumulated at the upper 
part of the cervical cord. In the second case there 
was a cervical and dorsal cystic arachnitis wi!) 
severe spastic paraparesis in extension. When thc-e 
conditions were corrected the automatic reflexes oi 
the arms stopped. 

This automatism of the arms may be a valual)'e 
early sign of compression of the cord. It occurs 
only when there is a lesion above the fifth cervic:! 
segment which isolates the higher centers at least 
partially. The author’s cases show that the best co!- 
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ditions for spinal automatism exist, not in lesions 
limited to the pyramidal tract, but in those involving 
both the pyramidal and the extrapyramidal tracts. 
As the compression was not very severe in either 
of the cases, it appears that there must have been 
some other factor which helped to cause the autom- 
atism. The other factor was probably an irritation 
which increased the excitability of the spinal centers 
below the lesion. In the first case the intracranial 
hyperpressure had decreased the inhibition exercised 
by the cerebral centers on the spinal centers below 
the lesion, and in the second case the arachnitis had 
caused a diffuse irritation which stimulated the func- 
tion of the spinal centers. In some respects these 
automatic reflexes resembled the reflexes of the 
fetus. Avuprey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Jirasek, A.: Surgery of the Sympathetic System 
(Sympatheticuschirurgie). Rozhl. Chir. a Gynaek., 
1930, ix, 84. 

The author states that the enthusiasm with which 
operations on the sympathetic system were per- 
formed in the first years after the War was followed 
by a period of pessimism, and that we are now in the 
third period, in which these procedures are being 
critically judged and carefully planned and their re- 
sults are being tested. 

Operations carried out on the sympathetic system 
(periarterial sympathectomy, cervical sympathec- 
tomy, and ramisectomy) can be considered only in 
a qualitative sense as complete removal of the sym- 
pathetic network in any region is impossible. Fre- 
quently the impossible has been expected from such 
operations, and in some cases they have been done 
in an attempt to cure incurable diseases. We have 
as yet little knowledge of the pathologicohistological 
changes occurring in the sympathetic ganglia or of 
the physiological sequel of extirpation of the sym- 
pathetic nerves. 

Operations on the sympathetic system are per- 
formed most frequently for the relief of vasomotor 
disturbances and pain, to cause vasodilatation, and 
for sympathicoganglionic indications of necessity 
such as Volkmann’s syndrome and neurogenic ul- 
cers. The author considers the complete operation 
entirely unjustified in true epilepsy, Parkinson’s dis- 
ease, osteomyelitis, and arterial conditions associated 
with vasodilatation. He believes that in exophthal- 
mic goiter it is indicated only to save the eye in 
marked exophthalmos or as a last resort. With re- 
gard to the so-called chemical sympathectomy he is 
skeptical. He believes that this method is indicated 
only when other procedures are impossible, as in 
cases of severe pain due to inoperable tumor of the 
stomach or pain in the stomach without an anatomi- 
cal basis. 

Jirasek discusses the various disease conditions in 
Which cervical sympathectomy may be done. It is 
noteworthy that he considers the extirpation of the 
cardiac network proposed by Kukula as possible in 
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angina pectoris and much easier than the Trendel- 
enburg operation. He recommends division of the 
cervical sympathetic in obstinate singultus. This 
operation is easily performed and has its justification. 

In conclusion, he says that in spite of the fact that 
it has apparently been discredited and its general 
popularity is past, surgery of the sympathetic sys- 
tem has only just begun. He is convinced that it will 
extend the healing power of the surgeon, but believes 
its development will depend upon optimists who will 
base their theories on systematic studies. 

Appended tables list the diseases in which cervical 
sympathectomy is done and the operations per- 
formed on the sympathetic system at the author’s 
clinic and their results. The article is supplemented 
by a bibliography of 186 references. Harm (Z). 


Blair, D. M., Duff, D., and Bingham, J. A.: The 
Anatomical Result of Periarterial Sympa- 
thectomy. Brit. J. Surg., 1930, xviii, 215. 


Blood vessels have a double nerve supply. Those 
of the lower extremity are supplied from the aortic 
plexus, running periarterially into the limb, and 
from the ordinary nerve trunks. 

On dissection of the nerves in the main arteries 
of a leg amputated five weeks after the injection of 
alcohol into the sheath of the femoral artery all of 
the nerves running with the femoral artery at the 
site of the original operation appeared to be de- 
stroyed, but fresh distal accessions were evident. 
A few small twigs joined the femoral artery in 
Hunter’s canal, but the greatest influx of additional 
nerves occurred in the popliteal space. The incoming 
nerve twigs were composed chietly of small medul- 
lated fibers with a few large medullated fibers and a 
considerable number of non-medullated fibers. Dis- 
section of a normal limb showed the same accessory 
nerve distribution. 

The authors suggest that the incoming nerves may 
be especially concerned with the blood vessels of the 
muscles. Davin J. Impastraro, M.D. 


Royle, N. ).: The Clinical Results Following the 
Operation of Sympathetic Ramisection. Brit. 
M. J., 1930, ii, 628. 

Sympathetic ramisection produces a decrease in 
the tone and an increase in the blood supply of the 
corresponding muscles. 

The author reports his results in approximately 
600 ramisections performed on 300 patients. The 
mortality was 0.5 per cent. 

The results were very favorable in the following 
conditions: congenital spastic paraplegia, congeni- 
tal spastic hemiplegia, congenital spastic chorea, 
acquired spastic hemiplegia, acquired spastic para- 
plegia (including disseminated and lateral sclerosis), 
parkinsonian rigidity, chronic constipation and 
megacolon in adults, Raynaud’s disease and Buer- 
ger’s disease, writer’s cramp, anterior poliomyelitis, 
conditions simulating tic douloureux, unusual vaso- 
spastic conditions, and retinitis pigmentosa. 

Davin J. Impastato, M.D. 
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Danielopolu, D.: Twenty-Eight Cases of Angina 
Pectoris Treated Surgically by Suppression of 
the Pressor Reflex (28 Faelle von Angina pectoris 
chirurgisch behandelt nach der Methode der Unter- 
drueckung des pressorischen Reflexes). Zischr. f. 
klin. Med., 1930, cxiii, 294. 


In the author’s opinion, angina pectoris is due to 
insufficiency of the blood supply of the myocardium 
and is occasioned by a pressor reflex cycle. In- 
juries of the coronary vessels and the aorta are pre- 
disposing factors. The exciting cause produces the 
phenomenon by way of the nervous tracts. In the 
absence of a pressor reflex angina does not occur. If 
we could prevent the anginal attack, we would be 
able to keep the patient alive for a long time. 

In the operative interruption of the pressor reflex, 
the vagus and the stellate ganglion must be pro- 
tected under all circumstances, but all of the other 


INTERNATIONAL ABSTRACT OF SURGERY 


sensory cardio-aortic tracts must be interrupted. To 
this end, the cervical sympathetic is extirpated while 
the inferior ganglion is left behind. All branches of 
the vagus that run vertically to enter the thorax are 
divided, including the depressor nerve. In addition, 
all of the rami communicantes between the inferior 
cervical ganglion and the stellate ganglion up to the 
eighth cervical and the first dorsal, the verte)ral 
nerves, and the anastomoses between the superior 
laryngeal nerve and the vagus are divided. 

The author reports in detail twenty-eight cases 
that were operated in this way in different counties, 
In the great majority the result was perfect or almost 
perfect for a period of observation up to four ycurs. 
When the operation was incomplete the result !so 
was incomplete. There were no operative deaths. 
Degeneration of the myocardium already preseit is 
not improved by the operation. O. STAHL (/). 
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CHEST WALL AND BREAST 


Biancheri, T.: Primary Hypertrophic Tuberculosis 
of the Breast (Tubercolosi primitiva, ipertrofica 
della mammella muliebre). Rassegna internas. di 
clin. e terap., 1930, xi, 481. 


Biancheri reports a case of hypertrophic tubercu- 
losis of the breast without axillary adenopathy in a 
phthisical-looking woman twenty-seven years old 
who had no other recognizable focus of tuberculous 
infection. Amputation of the breast resulted in cure. 

From a review of the literature the author con- 
cludes that the disease is quite rare, that it is much 
more common in women than in men, that it occurs 
most frequently during the period of sexual activity, 
and that pregnancy, lactation, inflammation of the 
breast, trauma, and heredity favor its development. 
It must be differentiated from non-specific inflam- 
matory processes and carcinoma. 

ANTHONY R. CAaMEro, M.D. 


Taylor, H. C., Jr.: The Etiology of Neoplasms of the 
Breast, with Notes on Their Relation to Other 
Tumors of the Reproductive System. Arch. 
Surg., 1930, XXi, 412, 507. 

The author deals at great length with the theory 
that a functional disturbance of the physiological 
relationship between the ovary and the breast is an 
important factor in the genesis of breast tumors. 

The stimulus which normally produces physio- 
logical proliferation in the breast is an ovarian hor- 
mone. To this internal secretion the breast cell is 
specifically responsive throughout life. The earliest 
evidence of its response is noted in the newborn in- 
fant whose breasts show an activity somewhat simi- 
lar to that of the maternal breasts. At puberty, 
breast growth precedes the appearance of the menses 
by several years, showing that it is due, not to 
stimulation from the follicle or the corpus luteum, 
but to stimulation from the ovary. During the men- 
strual cycle, there is increased activity in the breast 
associated with an increase in the ovarian hormone 
in the blood. In relation to pregnancy, breast ac- 
tivity shows 2 phases: a proliferative, active phase 
due to placental stimulation, and a secretory, 
passive phase occurring after parturition. The 
lactation period may be regarded as a period of 
physiological cellular degeneration or beginning in- 
volution. At the menopause, the cessation of ovarian 
activity is accompanied by gradual atrophy in the 
parenchyma of the breast. 

Co-ordinated with the glandular changes under 
these physiological conditions there are histological 
proliferations which result from the same intrinsic 
causes. After cessation of any proliferative stimulus 
evidence of secretory activity appears in the breast. 
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Round-cell infiltration, which accompanies secre- 
tion, is to be regarded as a physiological resorptive 
mechanism. 

This changing picture of the structure of the 
breast is the normal physiological response of the 
breast parenchyma to the ovarian hormone. 

Some of the phases of the more or less normal 
states of breast proliferation differ only slightly from 
those of certain neoplastic processes. There is con- 
siderable evidence that practically all varieties of 
tumors of the breast are dependent upon abnormal 
variants of the physiological endocrine states that 
normally produce breast growth. Indeed, special 
forms of tumors tend to be associated with particular 
types of endocrine disorders. 

Fibro-adenoma. Fibro-adenoma appears to occur 
typically in the breasts of women with a generally 
underdeveloped reproductive system and under 
conditions in the body which are somewhat similar 
to those existing at the time of breast development 
at puberty. This observation is consistent with the 
highly organic character of the histological structure 
of the tumor and its frequent rather faithful repro- 
duction of the normal gland. Moreover, it supports 
the view that fibro-adenoma is derived from previ- 
ously undeveloped cell rests. In support of the 
belief that women of the fibro-adenoma group are 
backward in develonment and suffering from some 
form of glandular derangement are the facts that 
the great majority are unmarried; few have borne 
children; of those who have borne children few have 
nursed them; there is often a history of abnormality 
of menstruation and premenstrual breast pain and 
dysmenorrhcea from the time of puberty; acquired 
pelvic disease is infrequent, but the thyroid gland 
is often slightly enlarged; the breasts are small and 
erect and have small nipples and areole; and the 
women are slender and usually a little under-weight. 

Chronic mastitis. This condition is a secondary 
proliferative process occurring in involuting breasts 
under the influence of irregular, declining ovarian 
activity. It appears typically in women approaching 
the menopause, but also in younger women with 
disturbances of ovarian function. According to 
McFarland, the cysts are evidence of incomplete 
involution after lactation hypertrophy. In Cheatle’s 
opinion, the essential feature of the disease is hyper- 
plasia. The majority of women with chronic mas- 
titis are married and have borne children. The fact 
that most of them were able to nurse their children 
indicates that formerly the breasts were normal. 
Dysmenorrhcea is rare in cases of chronic mastitis, 
but acquired pelvic disease is frequent. Premenstru- 
al breast pain is unusual in older women, but fairly 
frequent in younger ones. Thyroid enlargement is 
unusual. The breasts are usually pendulous and 
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there has been a recent increase in weight. 

Painful nodules. Painful nodules constitute a dis- 
tinct pathological condition, but the localized 
nodules are difficult to differentiate from fibro- 
adenoma and the diffuse nodules are difficult to 
differentiate from chronic mastitis. The formation 
of painful nodules is characterized by proliferation 
in the period of full maturity in which involutional 
changes are not prominent. Asa rule painful nodules 
occur in young women. About one-half of the sub- 
jects have borne children. Their success in nursing 
has been variable. Abnormal menstruation of the 
acquired type and dysmenorrhcea are fairly com- 
mon, while premenstrual breast pain, acquired pelvic 
disease, and enlargement of the thyroid are extremely 
frequent. The shape of the breast, the body form, 
and the weight are not characteristic. 

Malignant tumors. The conclusions drawn by the 
author from a study of 271 cases of breast growths 
pertain only to the origin to tumors in general and 
not to the cause of malignancy in particular since 
practically all of the anomalies found were about 
equally frequent in the benign and malignant series. 
In spite of many reservations, Taylor presents evi- 
dence that ovarian dysfunction is concerned in the 
production of cancers of the breast. The greater 
predisposition of unmarried women to malignancy 
of the breast indicates that inflammatory conditions 
incident to the puerperium are not the cause. The 
lower fertility of women with cancer is suggestive of 
relatively frequent functional pelvic abnormality. 
Failure to nurse successfully, which has been 
suggested as a cause of carcinoma of the breast, is 
probably due to an internal factor connected with 
the abnormal reproductive system. A large percent- 
age of carcinomata of the breast occur at the time 
of the menopause when abnormal stimulation of the 
breast by the ovary may be assumed. Young women 
with cancer of the breast usually give a history of 
recent change in the type of their menstrual periods 
indicating a change in the condition of the ovaries. 
In older women the malignancy may be the result 
of a gradual transformation of abnormal epithelial 
tissues which began at the time of the menopause. 
The fact that dysmenorrhoea is of moderate fre- 
quency in younger women with cancer of the breast 
indicates that some of the early cancers may have 
been produced under the same conditions as those 
under which fibro-adenomata arise. In carcinoma of 
the breast, premenstrual breast pain is frequently 

a recently acquired symptom and there is often a 
history of acquired pelvic disease or a gynecological 
operation. These facts suggest that abnormal pro- 
liferation of the breast may sometimes depend on a 
disturbance of ovarian function caused by pelvic 
inflammation or congestion. The frequency of asso- 
ciated abnormality of the thyroid gland suggests 
the existence of a common stimulus producing ab- 
normalities in the thyroid and mammary glands. 
Cancer occurs in all types of breasts—in younger 
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have large nipples and areola. The body weight 
tends to be slightly above normal, and frequently 


women under conditions similar to those in which 
fibro-adenoma develop, and in older women under 
conditions similar to those of chronic mastitis, 
The body weight in cases of carcinoma of the breast 
is below the normal in the early age group and above 
the normal in the late age group. In this respect 
also cases of carcinoma resemble cases of {ibro- 
adenoma and chronic mastitis. 

Pathologically, the various forms of tumors o/ the 
breast have their counterparts in tumors o! the 
uterus, thyroid, ovary, and prostate. Etiologiclly, 
tumors of the breast, including carcinoma, are cl. sely 
related to those of the endometrium, thyroid. and 
ovary, are somewhat allied to myomata of the 
uterus, and are in a way equivalent to tumors o/ the 
prostate. 

From his study of the literature and his own cases 
the author concludes that a stimulus causing the 
formation of a neoplasm must be of the same ivpe 
as that to which the particular tissue is biologici!ly 
best adapted to respond with proliferation. If ‘his 
theory is correct, hormonal influences are effective 
in producing hypertrophy, hyperplasia, and 
plasms of the breast. J. DanteL WILLEMs, M.1). 


TRACHEA, LUNGS, AND PLEURA 


Figi, F. A.: Primary Carcinoma of the Trachea. 
Arch. Otolaryngol., 1930, xii, 446. 


Although malignant tumors of the larynx are 
frequently encountered, primary carcinoma of the 
trachea is rare. Moreover, in the majority of cases, 
such lesions are not recognized until they are so far 
advanced that treatment is of little, if any, avail. 
Few cases of primary carcinoma of the trachea in 
which the patient remained well for more than a 
year are recorded in the literature. Figi reports 
such a case and 4 others presenting this condition 
which were seen in the Mayo Clinic. 

The statistics cited by different laryngologists to 
compare the frequency of malignant tumors of the 
larynx with that of primary carcinoma of the trachica 
vary considerably. Since 1918, approximately 470 
cases of carcinoma of the larynx and 5 cases of 
primary carcinoma of the trachea have been sven 
at the Mayo Clinic. Primary carcinoma of (he 
trachea is observed more frequently in males than 
in females, but 3 of the 5 patients seen in the Clinic 
were women. 

The symptoms of malignant tumors of the trachea 
may develop insidiously or appear abruptly, «- 
companying or following an acute infection of tie 
upper part of the respiratory tract. In some cases 
the primary symptom is a tickling sensation in ‘)1¢ 
trachea, and in others, dyspnoea. In a few instances, 
hoarseness has been one of the first symptoms noti: ol 
by the patient, but in the majority of cases it «v- 
velops late in the disease, if at all. Loss of weight 
may be an early sign in cases in which the lesion 's 
situated on the posterior wall and has invaded the 
cesophagus, causing dysphagia. Generally, however, 
loss of weight occurs late. 
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The clinical course of the disease varies with the 
type of tumor, its activity, and its situation. The 
onset is usually insidious and without pain. Dysp- 
nea becomes progressively more severe and even- 
tually results in suffocation unless surgical inter- 
vention is successful in relieving it. From the onset 
of the dyspnoea in a case of actively growing ma- 
lignart tumor, failure is rapid and progressive. 
Death is usually due to slow suffocation, pneumonia, 
or metastasis to adjacent organs. 

Physical abnormalities in cases of primary ma- 
lignant tumor of the trachea are often lacking. 
Because of the rapid development of the local lesion, 
the general condition is good as a rule until late in 
the course of the disease. Paralysis of the vocal cords 
and the presence of metastatic lymph nodes in the 
neck indicate an advanced stage of the disease. The 
lesion in the trachea often appears as a sessile, 
fungating mass springing from the lateral or pos- 
terior wall, usually in the upper or lower third. 

On account of the difference in terminology and 
the lack of microscopic data, many cases of primary 
tracheal carcinoma reported in the literature are 
difficult to classify histologically. Epitheliomata are 
said to be comparatively rare, but of the 5 tumors 
from which specimens were examined in the Clinic, 
3 were squamous-celled epitheliomata, 1 was an 
adenocarcinoma, and 1 was a carcinoma (unclassi- 
fied). All but 1 of the tumors in this group were 
highly malignant. 

Because of the mildness of their symptoms, pa- 
tients with primary carcinoma of the trachea usually 
do not seek medical attention until the condition is 
well advanced. Even then, its nature often remains 
unrecognized until late. If roentgenograms and gen- 
eral examination of the thorax are negative and in- 
direct examination with the laryngeal mirror does 
not reveal the cause of the trouble, bronchoscopic 
study is imperative. Many cases of primary malig- 
nant tumors of the trachea are allowed to progress 
to an advanced stage under the mistaken diagnosis 
of asthma. The differential diagnostic features of 
these conditions are definite, however, and should 
readily permit their recognition. 

In general, the prognosis of primary carcinoma of 
the trachea is unfavorable. As a rule the subject 
lives only a few months if not operated on, but in 
some cases may live several years. 

The treatment depends on the situation of the 
growth and its activity. Treatment with a possi- 
bility of cure can be carried out only in moderately 
early lesions situated in the upper half of the trachea. 
Destruction by surgical diathermy following ex- 
posure of the growth by tracheotomy and post- 
operative irradiation offer the best prognosis. 


Nystrom, G.: Experiences with the Trendelenburg 


Operation for Pulmonary Embolism. 
Surg., 1930, xcii, 498. 
Nystrom reports on five cases of his own and eight 
of other surgeons in which the patient survived 
pulmonary embolectomy. 


Ann. 
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In cases in which more than ten minutes have 
elapsed since the onset of symptoms of embolism an 
attempt at embolectomy is justified. Under favor- 
able conditions complete cessation of the circulation 
for two minutes is not incompatible with life. Even 
after seven minutes the heart has been stimulated 
to action. When the circulation is suspended 
longer, irreparable injury to the meduila is done. 
If results are to be expected from embolectomy, 
the artery must be cleared and the blood current 
re-established within from six to eight minutes. 

The indications for embolectomy are not always 
easily fixed because there is no definite method of 
diagnosing pulmonary embolism. In one instance 
the author operated on a patient with uremia who 
presented symptoms closely similar to those of 
pulmonary embolism. 

The most important of the technical details of 
embolectomy are the avoidance of injury to the pleura 
and the prevention of pneumothorax. Through a 
longitudinal incision along the left border of the 
sternum, the second, third, and fourth ribs are 
exposed, the costal cartilages are removed, the 
anterior mediastinal space is entered, and the two 
pleura are separated to expose the pericardium. 
The pericardial sac is then opened by a longitudinal 
incision, and the flaps are separated and fastened to 
the skin. A rubber tube is carried through the 
pericardial sinus around the great vessels and gently 
drawn tight just before the pulmonary artery is 
opened. Through an opening about 1.5 cm. long 
the Trendelenburg instrument is introduced into 
the pulmonary artery and the clot extracted. It is 
not uncommon for the embolic blood masses to be so 
fresh and loose that they offer no resistance to the 
forceps and consequently cannot be grasped. Under 
such conditions, Nystrom uses a glass tube suction 
apparatus. When the artery is emptied of the blood 
clot, air enters. The air is replaced by blood by 
slightly releasing the rubber tourniquet. As soon as 
the vessel is sutured the attempt is made to re- 
establish circulation by mechanical stimulation of 
the heart by gentle pulsating compression between 
the thumb and two fingers. Massage of the heart 
is dangerous. ‘The injection of adrenalin into the 
bulbus arteriosus or the base of the aorta may have 
an immediate effect. As soon as heart action is 
established, respiration should begin. If it does not, 
artificial respiration should be begun at once. 

It is of prime importance to have an eflicient and 
well-trained operating personnel and to have the 
operating room always in complete readiness. 

Convalescence after embolectomy is often stormy. 
The more common complications are pneumonia, 
pulmonary infarction, empyema, haemothorax, and 
recurrent embolism. J. DanteL WILLEMs, M.D. 


Wilson, H.: On Unilateral Paralysis of the Dia- 
phragm by Evulsion of the Phrenic Nerve. Med. 

J. Australia, 1930, ii, 487. 
Phrenicotomy was first performed by Stuertz in 
1911 for bronchiectasis of the lower lobe of the left 
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lung. 

tuberculosis. Accessory phrenics were first noted in 
1922. Since then, they have been found in from 25 

to 68 per cent of cases. It was formerly believed 

that injury to one phrenic nerve would be fatal, but 
it is now recognized that complete avulsion of even 
both nerves can be done without unfavorable 
sequel. 

The diaphragm is of first importance in causing 
expansion of the apical as well as the basal portion 
of the lung. As the root of the lung is attached to the 
central tendon of the diaphragm through the peri- 
cardium, a downward and forward movement of the 
entire lung is caused by inspiration. 

Various studies suggest that complete paralysis of 
the diaphragm will reduce the volume of respired air 
by less than one-half. It is the capacity for the thor- 
aco-intercostal type of respiration that makes the 
operation of phrenic avulsion clinically possible. 

The author reviews several physical signs of uni- 
lateral diaphragmatic paralysis. Chief among these 
is failure of the cricoid cartilage to descend on in- 
spiration. The best method of determining the pres- 
ence of the condition is X-ray examination. 

Phrenic avulsion causes the immediate ascent of 
the diaphragm on the paralyzed side. The rise may 
increase for six months and is permanent. The dia- 
phragm soon becomes very thin, and the muscle 
cells shrink and undergo degeneration. In the 200 
cases studied the extent of the rise varied from 1.2 
to 14 cm. A greater elevation is likely to occur in 
hypersthenic and sthenic persons than in persons of 
the hyposthenic type. The elevation varies also with 
the presence of thickened pleura and basal pleuritic 
adhesions. Estimations of vital capacity show an 
average reduction of 18 per cent following phrenic 
avulsion. 

Relaxation and rest of the whole lung occur as a 
result of the decrease in the size of the pleural cavity 
and the failure of the hemidiaphragm to descend. 
The lower lobe of the lung is compressed also by the 
pressure of the raised and paralyzed diaphragm. 
The author does not agree with others that cough 
and expectoration are aided by phrenic avulsion. 
On the contrary, he believes that the operation may 
have an unfavorable effect upon them. 

Wilson has had only untoward results in 200 op- 
erations. In these instances there was an increase in 
the dyspnoea, but in only 1 case was it serious. 

The operation is a valuable supplement to thoraco- 
plasty and also to artificial pneumothorax in which 
the pulmonary collapse is unsatisfactory because of 
basal diaphragmatic adhesions. It lengthens the in- 
terval between refills. However, it is of doubtful 
value in decreasing the incidence of pleural effusion. 

In tuberculosis, phrenic avulsion has a beneficial 
efiect on the local lesion, the toxemia, and the 
hzmoptysis, but causes little change in the amount 
of sputum. 

In bronchiectasis, the results of combined artificial 
pneumothorax and phrenic avulsion are disappoint- 
ing in the great majority of cases, and phrenicectomy 


In 1913, Sauerbruch first performed it for 


alone is of slight value. Feetor is lessened, but expec- 
toration is not affected. 

The author believes that phrenic avulsion may im. 
prove drainage in cases of lung abscess and inter. 
lobar empyema, and that it should be considere:| in 
the treatment of pain due to pleural or pleurojeri- 
cardial adhesions. FRANK B. Berry, M.}), 


Holman, E.: The Fundamental Principles Under- 
lying the Treatment of Intrapulmonary Ab- 
scess and Persistent Bronchial Fistulz. |) 
J. Surg., 1930, Xxxviii, 489. 


The author states that the healing of pulmonary 
abscesses depends upon bacteriological and mechan- 
ical factors. In the first group, he places: (1) the 
resistance of the patient, (2) the virulence of the 
organisms, and (3) the number of types of organisms 
involved. He regards it as probable that abscesses 
produced by emboli infected with a single organism 
heal more promptly after evacuation than abscesses 
produced by multiple organisms which have entvred 
the parenchyma by way of the bronchus. 

The mechanical factors involved in the healing of 
pulmonary abscesses are: (1) drainage, (2) the con- 
traction of fibrous tissue deposited in the abscess, 
and (3) the re-expansion of the surrounding lung. 
Complete drainage should be secured if possible 
by way of the bronchus. The bronchoscopist may 
assist by removing obstructing granulation tissue 
or dilating constricted bronchi. In the presence o/ a 
wide open bronchus leading from an abscess cavity, 
external drainage through the chest wall is con- 
tra-indicated as it may delay healing or prevent 
it entirely. A large through-and-through airway 
(bronchus-abscess-external fistula) prevents the 
normal alveolar exchange and thereby favors 
atelectasis of the lung surrounding the abscess. 

The best time to secure prompt healing of an 
abscess is immediately after its formation. Impcr- 
fect drainage or delay in securing complete evacua- 
tion by bronchus or external fistula favors the 
gradual deposition of fibrous tissue in the wall of 
the abscess which will prevent obliteration of the 
lesion by re-expansion of the surrounding lung. 

Whether drainage is obtained through a bronchus 
or through an external opening, the author believes 
the treatment of a pulmonary abscess requires 
absolute rest in bed until all clinical and roentgen 
signs of the lesion disappear. Pooling of pus in an 
abscess by gravity must be prevented at all times 
in order to prevent progressive fibrous thickening 
of the wall. 

The healing of persistent bronchial fistule 
associated with empyema or pulmonary abscc-s 
depends upon sufficient relaxation of the bronchus 
to permit closure by cicatricial contraction. |): iis 
requires extensive mobilization of the chest wall by 
resection of the ribs overlying the pleural or pu'- 
monary cavity and the removal of the neighboring 
ribs to which the fibrous wall is attached. Relas:- 
tion of the fibrous tissue lining the cavity is abso- 
lutely necessary to insure cicatricial closure of t'¢ 
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open bronchus. The implantation of muscle, fascia, 
or fat in an infected cavity, although occasionally 
successful, usually fails as it depends upon the 
adherence of imperfectly nourished tissue to an 
infected surface. Emit C, Rositsnek, M.D. 


Eloesser, L.: Closure of Bronchial Fistula. Svrg. 
Clin. North Am., 1930, X, 1011. 


Small fistule resulting from the drainage of 
abscesses usually close spontaneously, but in cavities 
of large abscesses which have been packed for a long 
time retraction and epithelialization occur, the 
epithelium unites with the skin of the chest wall, and 
spontaneous Closure is no longer possible. 

In cases of fistula resulting from lobectomy the 
fistula rarely closes. The lung retracts and the bron- 
chial epithelium, the epithelium of bronchiectatic 
pouches, and the skin unite. The retracted lung 
takes on the appearance described by Lebsche as 
“gridiron lung.” Large, tough septa carrying blood 
vessels and bronchi stand out between numerous 
pouches and depressions. At the apex of this multi- 
locular sac it is possible, with more or less difficulty, 
to discover one or more open bronchi. A method of 
closure has been described by Lebsche. 

Before operation the author’s patients are kept 
under observation in the hospital for a few days to 
make sure that expectoration has entirely ceased and 
that the wounds are clean. Two hours before the 
operation they are given 2 or 3 gr. of luminal, and 
half an hour before the operation they are given 
from 1/6 to t/, gr. of morphine sulphate. 

In cases of lower lobe fistula the patient is laid on 
the normal side, and in cases of upper lobe fistula he 
is laid on his back. The opening in the chest, which 
in the course of healing has contracted considerably, 
is circumscribed with a knife at the junction of the 
bronchial mucosa and skin, being thereby enlarged 
to its original size. Bleeding is inconsiderable. When 
the resected rib ends are reached the pleural adhe- 
sions fastening the lung to the chest wall are sepa- 
rated by blunt dissection. As they are freed, the 
edges of the bronchial fistula are caught with Allis 
clamps. 

Fistule resulting from lobectomy or from exten- 
sive cautery operations, leaving merely the shell of a 
lobe, are usually dissected out without great diffi- 
culty. Adhesions to the chest wall are thin and 
comparatively bloodless and can be separated by 
blunt dissection. Those to the diaphragm are tougher 
and contain large vessels. They bleed less if sepa- 
rated with the galvanocautery than if separated with 
the knife. Hemostasis should be accurate, and all 
vessels should be severed between two ligatures. 
Pericardial adhesions and adhesions between two 
lobes are also likely to be dense. The dissection is 
continued until the pedicle is reached. ‘The large 
pulmonary vessels supplying the opened lobe are 
caught, tied, and severed. A little lung tissue is left 
at the hilum to be used as a covering for the bron- 
chial stump. Small incisions into the pedicle are 
alternated with suture and ligation until the opening 
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of the bronchus itself is reached. This is closed with 
interrupted stitches of fine black silk, the knots be- 
ing tied toward the inside. The lobe is not entirely 
severed until the bronchus is closed and all of the 
vessels have been tied. The stump is then covered 
with whatever remains of the surrounding lung tissue 
or with bits of pleura. The cavity left in the chest 
after removal of the lobe looks surprisingly large, but 
is rapidly obliterated by dilatation of the neighbor- 
ing lobe and ascent of the diaphragm. Preliminary 
phrenicectomy will help greatly to obliterate the 
cavity left after removal of the lower lobe. Upper 
lobe cavities may be closed by paravertebral resec- 
tion of a few of the uppermost ribs. The wound in 
the chest is closed around a small rubber drain. The 
skin and soft parts are pressed into the chest by 
means of a large, soft rubber bath sponge held in 
place by adhesive plaster strapping. 

In cases of smaller bronchial fistule resulting from 
the drainage of large abscesses, the lobe containing 
the fistula is thoroughly mobilized by severing all of 
its pleural adhesions, the edges of the tough mem- 
brane lining the fistula are caught, and the membrane 
is dissected out from the lobe in which it lies. The 
dissection is bloodier than the dissection of an entire 
lobe and hemostasis is difficult as the surgeon is 
working, not in a comparatively bloodless pleura, 
but in the parenchyma of the lobe itself. Numerous 
pulmonary vessels leading to the fistulous tract re- 
quire ligation. The dissection and ligation are con- 
tinued until the sac depends from one or two larger 
bronchial branches. ‘The latter are crushed and li- 
gated or sutured with black silk, and the remains of 
the lobe are sutured over them with several layers 
of fine catgut. The lobe is handled gently. The 
chest is closed around a small rubber drain. The 
use of gauze packing is contra-indicated. In the 
author’s cases the fistula failed to remain closed 
only when the intrapleural cavity was so large and 
so stiff-walled that packing seemed safer than closing 
the chest over it. 

The operation is difficult technically, but is not 
dangerous. In the author’s cases the mortality was 
nil. The drainage tubes were removed after three or 
four days. The wounds healed well and the patients 
were discharged from the hospital after about two 
weeks. 

Nine cases of persistent bronchial fistula are 
reported. GrorceE A. M.D. 


Fremont-Smith, M., Lerman, J., and Rosahn, 
P. D.: Primary Carcinoma of the Lung. A 


Study of Eighteen Autopsied Cases. 
England J, Med., 1939, cciii, 473. 

Primary carcinoma of the lung is far from a rare 
disease. It is found about once in every 200 autopsies 
and is the cause of about 1 of every 20 deaths from 
carcinoma. Weller states that 74 per cent of persons 
developing the lesion are males. Of the 18 patients 
whose cases are reported by the authors, 17 were 
males. The youngest patient was twenty-nine years 
old. The others were past forty years of age. 
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The symptoms vary, but in the case of a man over 
fifty years of age the onset of cough with pain in the 
chest and dyspnea or hemoptysis should suggest 
cancer rather than tuberculosis. The symptoms of 
greatest importance to the patient may be caused 
by metastases. A unilateral, sharply defined area of 
dullness and diminished breathing, suggestive of en- 
capsulated fluid, may be due to cancer of the lung. 
Early in the disease, examination of the lung may be 
negative. GerorceE A, Cottert, M.D. 


Goltz, E. V.: Primary Carcinoma of the Lungs and 
Bronchi. Minnesota Med., 1930, xiii, 605. 


At the Ancker Hospital, St. Paul, Minnesota, two 
deaths from primary lung carcinoma were recorded 
in the period between 1912 and 1917, and during 
the past twelve years sixteen more have occurred. 
Barron collected statistics indicating an increase in 
the incidence of primary lung cancer from 0.057 per 
cent in 1878, to 0.47 per cent in 1916. Reports from 
the United States, Canada, and Europe consistently 
show a marked increase in the condition. This may 
be due to the increased length of human life, to the 
reclassification of malignancies of the lungs, or to 
improved diagnosis. 

The chief etiological factors of lung cancer may 
be grouped as: (1) bacterial infections, of which 
influenza is the most important, and (2) chemical 
and mechanical irritation due chiefly to the inhala- 
tion of tobacco smoke, tar-laden road dust, or war 
“gases.” 

Primary lung cancer may arise from: (1) the 
columnar epithelium lining the bronchi, (2) the 
mucous glands of the bronchi, or (3) the squamous 
alveolar epithelium. All pulmonary cancers grow 
relatively slowly. Secondary growths occur most 
frequently in the liver, suprarenal glands, brain, 
vertebrz, and long bones. 

Men are affected three times more frequently 
than women. The signs and symptoms are not char- 
acteristic. The onset may be so sudden as to simu- 
late an acute pleural or pulmonary infection, or the 
prodromal period may be so prolonged as to suggest 
a low-grade chronic lung disease. In some cases the 
condition may not become manifest until after 
metastases have occurred. The diagnosis must be 
based upon a carefully taken history, the findings 
of physical and X-ray examination, and biopsy 
through a bronchoscope. Irradiation and prompt 
surgery offer the best chance of benefit. 

Glotz reports three cases, in all of which the 
diagnosis was proved at autopsy. 

ALTON OcusNER, M.D. 


Davison, C., and Horwitz, W. A.: Primary Car- 
cinoma of the Lungs with Metastases to the 
Central Nervous System. Arch. Int. Med., 1930, 
xlvi, 680. 


Metastasis of primary carcinoma of the lung to 
the central nervous system and other organs is not 
infrequent. Sometimes the first signs and symptoms 
of the condition are caused by the metastases. 
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Of 109 cases in which a diagnosis of primary car- 
cinoma of the lung was made at the Montefiore Hos- 
pital, New York, involvement of the nervous sys- 
tem was found in 12. In 3 of the latter there were 
symptoms of compression of the spinal cord from 
invasion and destruction of the vertebre by the 
metastases. In a case which came to autopsy com- 
pression and distortion of the cord without cir- 
culatory interference were found. The spinal cori is 
rarely the site of metastases from primary carcinoma 
of the lung. 

In most of the cases with involvement of the cen- 
tral nervous system the neurological signs bean 
suddenly. Neurological signs may be present with- 
out any evidence of pulmonary changes. Therefore 
a thorough physical and roentgen examination of 
the chest should be made in every case in which a 
tumor of the brain is suspected. 

Metastases to the central nervous system may be 
single or multiple. It is thought that in cases of 
multiple metastases the tumor cells are carried in 
the blood stream from the pulmonary veins to the 
left side of the heart and thence to the central 
nervous system by way of the general circulation. 
Single metastases are attributed to transportation of 
the tumor cells from the lymph glands of the neck 
by backward flow of the lymph through the peri- 
neural sheath of the subdural and subarachnoid 
spaces and thence to the cerebral meninges. 

Primary carcinoma of the lung is frequently 
diagnosed as pulmonary tuberculosis. 

The most common histological types are those 
derived from the bronchi. Josera K. Narat, 


Symes-Thompson, H. E.: Spontaneous Pneumo- 
thorax. Lancet, 1930, ccxix, 791. 


Spontaneous pneumothorax occurring in pulmo- 
nary tuberculosis may often not be recognized. 
However, it is not a frequent complication. Its 
cause is the breaking down of a lesion situated near 
the pleura which establishes a communication with 
the pleural cavity. 

Complete spontaneous pneumothorax following 
the entrance of a large amount of air into the pleural 
cavity is manifested by sudden dyspnoea and cya- 
nosis, an increase in the pulse and temperature, and 
thoracic pain. In an advanced case of pulmonary 
tuberculosis it may be fatal. The findings on exami- 
nation are similar to those in artificial pneumothorax 
—hyperresonance on percussion, absence of breath 
sounds, reverberation of any sound produced within, 
and, if the aperture is small, cavernous breath 
sounds. Pleural effusion may result. It is well 
known that spontaneous pneumothorax may follow 
artificial pneumothorax, but under such circuni- 
stances it is usually recognized at once. 

The prognosis in a limited case is good. If the 
condition is complete and there is positive pressure 
in the pleural cavity, aspiration of the air may je 
indicated. This should be done when possible \\ ith 
the aid of a pneumothorax apparatus so that t/ic 
exact pressure within may be determined. 
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The author reports four cases in detail. In two, 
the condition was due to the rupture of an emphy- 
sematous bulla; in one, it followed an attack of 
asthma, which is very rare; and in one it developed 
while the patient was undergoing artificial pneumo- 
thorax. Recovery resulted in all. 

J. Pickett, M.D. 


Browne, D.: The Treatment of Empyema in Chil- 
dren. Lancet, 1930, ccxix, 733. 


The treatment described by the author has given 
such encouraging results that he has adopted it as a 
routine procedure in all cases of thoracic empyema. 
Itis a distinct variation from the methods in vogue 
and has certain mechanical advantages. 

While repeated aspirations and rib resection with 
a plain or flanged tube are useful and indicated in 
certain types of cases, these procedures do not fulfill 
all the requirements for rapid and complete cure. 
The breaking up of adhesions and digital exploration 
are useless and not without danger. ‘The numerous 
disadvantages of closed drainage include incomplete 
emptying of the cavity, the difficulty of ascertaining 
the occurrence and amount of negative pressure in 
the cavity, the difficulty of maintaining an air-tight 
junction, the impossibility of freely draining the 
cavity, and the difficulty in maintaining patency of 
the small drainage way until all of the pus has been 
evacuated. However, closed drainage also has ad- 
vantages and has saved many lives. 

The author’s method represents an attempt to 
retain all of the advantages of other treatments and 
yet establish drainage and allow irrigation with an 
easy outflow. It needs little attention and definitely 
indicates the cessation of drainage. 

The steps in the technique are outlined in detail. 
Infiltration with 0.5 per cent novocain should always 
be used even in children. The sixth or seventh inter- 
space in the posterior axillary line is incised and a 
section of intercostal muscle removed. The pleura is 
bluntly opened and if no pus is encountered a section 
of rib is resected. A lower point of attack is inadvis- 
able on account of danger of injury to the diaphragm. 
As soon as pus appears its gush is stopped by a swab 
and two de Pezzer self-retaining catheters are insert- 
ed by means of stylets. The tubes are then clamped 
shut so that no further flow of pus escapes and no air 
gains access to the pleural cavity. The bulbous ends 
of the catheters form an eflicient barrier to the 
thoracic cavity. The wound is tightly packed with 
liquid paraffin gauze held by a many-tailed bandage. 

A special bed is prepared by fastening a sheet of 
canvas to the frame and making a hole 4 in. in diam- 
eter to one side of the midline and about 2 ft. from 
the head end. The child is placed upon this canvas 
sheet so that the incision is just over the hole. The 
lower catheter is passed through the hole and into a 
bottle containing a fluid antiseptic. ‘The rule of 
draining from the lowest part of a cavity is thus 
complied with. 

After an hour or two the tubes are unclamped and 
the pus is drained into the bottle. When the flow has 
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ceased the upper catheter is attached to a sterile 
funnel through which fresh Dakin’s solution is run at 
a temperature of 105 degrees I’. and from a height of 
2 ft. above the wound. Cold solutions may cause 
shock. When the child is awake these injections are 
repeated every three hours. Asa rule, from /% to 1 
pt. is sufficient. Later, when the patient’s condition 
permits, he can be rolled about during the irrigation 
so that the fluid will penetrate freely throughout the 
cavity. If the tubes become blocked they can be 
easily removed, cleaned, and replaced. 

The advantages of Dakin’s solution are two-fold. 
Pleural thickening and stiffening are prevented and 
the primary infection is sterilized so that secondary 
infection is prevented. 

When the fever has subsided, sitting up and blow- 
ing exercises are begun. The child can soon be up. 

The final stage of the treatment is in many ways 
the most difficult. The tubes must not be removed 
too soon nor be left in too long. The gradual dim- 
inution of the cavity can be measured by noting the 
decrease of the sucking in of air on inspiration 
through the wound when it is temporarily left open. 
However, this sign is not definite because in certain 
cases the cavity walls are too stiff. Irrigation is a 
much better way of measuring progress. After the 
removal of one tube the child is turned downward so 
that all of the pus can run out and then rolled back 
and the cavity filled with a measured amount of 
fluid. Of course the critical amount varies with the 
size of the child, but when the cavity holds less than 
10 c.cm. one tube should usually be left out per- 
manently and the wash-out continued through the 
other tube. When the amount decreases to less than 
5 c.cm., the second tube may be removed and irriga- 
tion continued by means of a small soft catheter. 
When this can no longer be pushed into the chest the 
wound should be allowed to heal. 

Three weeks is given as the average time required 
for complete healing in empyema. Other methods 
may shorten this period, but quick successes are 
usually bought at the price of a secondary operation. 

Morris A. Stocum, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Seiffert: Stenoses of the Gsophagus (Die Stenosen 
des Oesophagus). Zéschr. f. IMuals-, Nasen-, u., 
Ohrenheilk., 1930, xxvii, 203. 

For the treatment of cicatricial strictures of the 
oesophagus, early use of the bougie is advised. 
Seiflert begins it the second week after the corrosive 
injury. ‘To find the way through the constriction in 
diflicult cases he employs a steel wire 0.4 n m. thick 
to the end of which a metal ball about 1.5 mm. in 
diameter is soldered. ‘The wire is drawn through a 
narrow metal tube with a lumen somewhat less than 
the diameter of the ball. ‘The purpose of the tube is 
to prevent interference with the palpating sense by 
elimination of the rubbing of the wire. ‘The wire is 
advanced by cautious palpation and the route thus 
won is maintained by pushing the tube after it. 
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The author has found that in cancer of the cesoph- 
agus endoscopic removal of the lesion is sometimes 
possible. In two cases he divided the cesophagus 
above the tumor with scissors and knife through the 
cesophagoscopy tube after injecting novocain around 
the cesophagus and removed the diseased portion of 
the oesophagus bit by bit. A nasal tube was then in- 
troduced for a few days. He usually begins external 
irradiation with the roentgen rays. After about four- 
teen days of this treatment he gives intracorporal or 
intratumoral treatment with radio-active substances. 

The article has a bibliography of thirty-five pages. 

: A. BRUNNER (Z). 


D’Istria, A.: The Roentgen Picture of Perforation 
of the Thoracic @sophagus (L’indagine radiolo- 
gica nelle sindromi da perforazione dell’esofago tora- 
cico). Riforma med., 1930, xlvi, 1470. 

Perforation of the cesophagus may be caused by 
foreign bodies, trauma, or simple ulcer, diverticulum, 
chronic inflammation, or carcinoma of the cesopha- 
gus. The clinical and roentgen pictures depend on 
the organ into which the perforation occurs. If the 
perforation occurs into the mediastinum it may 
cause mediastinal hydropneumothorax or medi- 
astinal pyopneumothorax. The roentgen picture is 
the same in the two conditions. The mediastinal 
shadow is broadened and the outlines of the heart 
are covered by it. There is a horizontal fluid level, 
and the gas may extend up to beneath the muscles 
of the neck. The oesophagus is hidden within the 
mediastinal shadow. 

If the oesophagus is adherent to other mediastinal 
organs the perforation will take place into the organs 
to which it adheres. Perforation into the vessels is 
soon followed by death. Perforation into the 
pericardium causes hydropneumopericardium or 
pyopneumopericardium with a collection of gas 
above a horizontal fluid level which is constantly 
shaken by the pulsations of the heart. The author 
reports a case in which the barium could be seen 
passing into the pericardium through the perfora- 
tion. 

When peribronchitis causes adhesions between the 
oesophagus and pleura, perforation may occur into 
the free pleural cavity. When only a small amount 
of cesophageal contents passes there is time for the 
formation of a defense barrier and the pleural ac- 
cumulations may become sacculated. In the absence 
of sacculation there is pyopneumothorax with a 
horizontal fluid level at the base. In a few instances 
the passage of the barium into the pleural cavity 
has been seen. Sacculated pyopneumothorax may 
be interlobar or mediastinal. 

A number of cases of perforation into the trachea 
have been reported. Perforation into the respiratory 
tract is particularly apt to occur in cases of car- 
cinoma of the oesophagus. In such cases the roentgen 
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diagnosis is made by demonstrating the passage of 
barium from the cesophagus into the respiratory 
tract. Care is necessary in the examination as 
death from suffocation may be caused by entrance 
of the bismuth into the bronchial tree. Only small 
amounts of bismuth should be used. In addition 
to the danger of suffocation, the fistula may quickly 
cause serious lung complications. Gangrene and 
abscess of the lung may be caused by food passing 
through the fistula into the lung, and the cesophayus 
may perforate directly into the lung tissue. The 
roentgen picture of lung abscesses in such cases is 
the same as that of lung abscesses from any other 
cause. Aubrey G. Morcan, M.1I). 


Haggstrém, P.: Two Cases of Cardiospasm and 
Dilatation of the Qsophagus Which Were 
Operated upon Successfully by the Heyrovsky 
Technique (Zwei Faelle von Kardiospasmus und 
Oesophagus-dilatation die mit gluecklichem us- 
gang nach Heyrovsky operiert wurden). 
chirurg. Scand., 1930, \xvi, 345. 


The author reports two cases of cardiospasm in 
which cesophagogastrostomy gave good results. 

The first was that of a girl twenty years old who 
had experienced difficulty in swallowing ever since 
an attack of diphtheria at the age of thirteen years. 
In September, 1925, Nystrém, of Upsala, performed 
a subdiaphragmatic cesophagogastrostomy. Roent- 
genographic examination nine and fourteen days 
after the operation still showed some retention of 
the opaque meal in the cesophagus. During the 
following year the patient gained 15 kgm. and ex- 
perienced no difficulty in swallowing. Examination 
four years after the operation showed that the pas- 
sage through the lower part of the oesophagus ani 
the cardia was about as wide as a lead pencil and had 
an S-shaped course through the diaphragmatic vault. 
The cesophagus was not dilated above the cardia. 
There was no retention of the meal taken. 

The second case was that of a man aged thirty 
years who gave a history of difficulty in swallowing 
which had become worse despite prolonged treat- 
ment with sounds. Subdiaphragmatic cesophago- 
gastrostomy was performed in February, 10209. 
Since then the patient has been free from symptoms. 
Roentgen examination shows the food passing down 
to the stomach without difficulty. In this case 
the prognosis must be considered fairly serious as 
the patient is in an advanced stage of pulmonary 
tuberculosis. 

In conclusion, the author reviews all cases of 
cesophagogastrostomy hitherto reported. Of the 
twenty-nine cases in which the transperitoneal route 
suggested by Heyrovsky was used the result was 
satisfactory in all, whereas of the five cases in which 
the transpleural route suggested by Sauerbruch was 
employed, death resulted in two. 
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ABDOMINAL WALL AND PERITONEUM 


Chabrut, R.: Hernial Contusion (Contribution a 
|’étude de la contusion herniaire). Presse méd., Par., 
1930, XXXVili, 1223. 

Within eight months Chabrut operated on two 
cases of serious hernial contusion which had caused 
gencralized peritonitis through rupture of the intes- 
tine. Hernial contusion has been observed only in 
inguinal herniz. A shock of slight intensity may 
cause serious anatomical disturbances. In some 
cases the intestine is crushed against the pubic bone; 
in others, it bursts. In some instances the shock 
causes a syndrome which resembles that of strangu- 
lation. ‘Two illustrative cases seen by Verdelet are 
reported. These traumatic strangulations should be 
operated upon. Reduction may be followed by gen- 
eralized peritonitis. In two cases cited from the 
literature the signs of acute peritonitis appeared im- 
mediately after reduction. Even when spontaneous 
reduction occurs, operation is urgent. Signs of peri- 
tonitis appeared in two of Chabrut’s cases in which 
there were no unusual symptoms from the hernia. 

When the classical signs of perforation are noted 
it is too late to operate. The only important signs of 
perforation are generalized contracture of the abdo- 
men, the “‘wooden abdomen,” and the disappearance 
of prehepatic dullness. Among ten cases reported in 
the literature (two were Chabrut’s), there were two 
recoveries. In both of the cases with recovery op- 
eration was performed in the second hour. One of 
the patients who recovered, and who was seventy 
years old, was operated upon by Chabrut. 

Not only the intestine, but also the omentum and 
the mesentery may be contused and torn and may 
bleed into interior of the abdomen or into the sac. 
In a case reported by Rochard there was a mesen- 
teric hematoma, and in a case reported by Cooper 
there was detachment of the mesentery with a large 
intra-abdominal hemorrhage. Patel saw tearing of 
the mesenteric vessels. Sometimes the blood collect- 
ed in the bottom of the sac is of peritoneal origin. 
This was true in Flaubert’s case. Patel had a case in 
which there was a voluminous hematoma due to 
rupture of the cord. 

In two cases the author used the median incision. 
He thinks now it would have been better to do a 
herniolaparotomy. He intends in the future to use 
an inguinal incision. Pace. 


Soresi, A. L.: Exteriorization and Utilization of the 
Sac and Redundant Peritoneum in the Radical 
Treatment of Inguinal Hernia. Am. J. Surg., 
1930, X, 130. 

Soresi describes a technique in which the sac and 
any bulging peritoneum are exteriorized and the sac 
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is used to re-inforce the repaired area. The steps in 
the procedure are: (1) incision of the skin; (2) ex- 
posure and incision of the aponeurosis of the external 
oblique muscle; (3) splitting of the fibers of the 
internal oblique and transversalis muscles and ex- 
posure of the peritoneum; (4) incision of the peri- 
toneum; (5) exposure of the internal ring and ob- 
literation of any bulging of the peritoneum with 
exteriorization of the sac and redundant peritoneum; 
and (6) fixation of the sac followed by repair of the 
split in the muscles and suturing of the fascia. 

Variations in the technique according to cases, 
points to be emphasized, the rationale of the proce- 
dure, and the disposition of the sac and the cord are 
discussed. 

By this technique, atrophy of the testicle, hama- 
tomata, injury to the intestine, bladder, vas def- 
erens, and spermatic artery, and recurrences of 
indirect hernia are completely prevented. ‘The recur- 
rence of direct hernia is rendered improbable because 
the blood, lymphatic, and nerve supply of the region 
are not damaged and the region is re-inforced by the 
presence of the exteriorized sac. Trauma, shock, and 
other postoperative complications are reduced to the 
minimum because little damage is done to the tissues 
and a very short time is required for the operation. 
In the cases of children and young adults, the opera- 
tion has often been performed in less than ten min- 
utes and, when the diathermic scalpel was used, even 
without ligation of a single blood vessel. ‘The results 
in numerous cases, including two cases of sliding 
hernia, one case of strangulated hernia, and one case 
of hernia with an ectopic testicle, were very satis- 
factory. Carv R, Stemnkr, M.D. 


Moen, E.: Follow-Up Studies of Patients Operated 
upon for Inguinal and Femoral Hernia During 
the Period from January 1, 1918, to December 
31, 1927 (Nachuntersuchungen von Patienten dic 
wegen Leisten- und Schenkelbruchs von 1, i, tgt8, 
bis 31, xii, 1927 operiert wurden). Norsk Mag. f. 
Legevidensk., 1930, xci, 624. 

In the follow-up examinations reported it was 
found that 2.21 per cent of the inguinal herniw had 
recurred. ‘The incidence of recurrence of such her- 
ni as given by others ranges from 1.5 to 6 per cent. 
Among the causes of recurrence are complications in 
the healing process, such as infection and the forma- 
tion, during the operation, of hematomata which 
may hinder closure of the hernial opening and pro- 
vide a favorable medium for the development of 
infection. Other important causes are insullicient 
isolation of the hernial sac and insuflicient mobiliza- 
tion of the oblique muscles which result in such 
great tension when the muscles are sutured to Pou- 
part’s ligament that the muscle fibers atrophy and 
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lose their supportive capacity. In some cases the 
cause is natural weakness of the musculature. Re- 
currence may be brought about also by vomiting or 
stubborn constipation after the operation. 

The author’s follow-up studies showed that the 
method of Bassini is still the best procedure. How- 
ever, because of its complicated nature, it should be 
done only under conditions of the strictest asepsis. 
Early operation is advisable. If possible, it should 
be done under local anesthesia. HaacEn (Z). 


GASTRO-INTESTINAL TRACT 


Deaver, J. B., and Burden, V. G.: Further Experi- 
ence with Resection of the Anterior Half of the 
Pyloric Sphincter. Ann. Surg., 1930, xcii, 533. 


The anterior half of the pyloric sphincter can be 
removed surgically without opening into the lumen 
of either the stomach or the duodenum. The wound 
is closed in the direction of the incision. The authors 
have performed this operation in cases of peptic ulcer 
without organic pyloric obstruction, cases of pyloric 
spasm associated with other abdominal lesions, and 
cases of hyperchlorhydria without an organic basis. 

Uncontrolled gastric acidity is assumed to be a 
potent factor in the causation of peptic ulcer. Under 
normal conditions the stomach probably secretes 
very little acid in excess of the digestive require- 
ments. Hypersecretion is caused by gastric irrita- 
tion or by exaggeration through the vagus nerves of 
the psychic phase of secretion as the result of irri- 
tability of higher nerve centers. For a time, exces- 
sive secretion of acid will be controlled by regurgita- 
tion of duodenal contents into the stomach. In this 
process the function of the pyloric sphincter is im- 
portant. It must be coérdinated with the forces 
that bring about regurgitation; otherwise its failure 
to relax or to open widely will hinder or obstruct the 
entrance of neutralizing agents from the duodenum 
into the stomach. An acid solution stronger than 
0.2 per cent is injurious to the mucous membranes 
of the stomach and duodenum, and if persistently 
applied will give rise to ulceration. 

The hyperacidity and hypersecretion of peptic 
ulcer is probably the result of exaggeration of the 
psychic phase of secretion associated with dysfunc- 
tion of the pyloric sphincter interfering with duo- 
denal regurgitation. The fundamental nervous dis- 
turbance in cases of peptic ulcer is often difficult or 
impossible to correct. The authors believe that the 
control mechanism of duodenal regurgitation can be 
restored to normal by removal of the anterior half 
of the pyloric sphincter. There is clinical and X-ray 
evidence to indicate that pyloric spasm is frequently 
associated with peptic ulcer. 

In summarizing, the authors say “A corrective 
procedure which removes the pyloric interference 
with duodenal regurgitation has been applied in 
clinical cases of peptic ulcer, pylorospasm, and 
hyperchlorhydria. In this procedure the anterior 
half of the pyloric sphincter is removed. In an 
experience with eighty-one cases over a period of 
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two and one-half years, the results have been at 
least as satisfactory as from any operation we have 
used in similar cases insofar as symptomatic relief 
and postoperative X-ray findings are concerned, 
We have not yet encountered a return of ulceration 
and, of course, the development of gastrojejunal 
ulcer is impossible. The removal of the anterior half 
of the pyloric sphincter is a much simpler operation 
than gastro-enterostomy or resection of the stomach, 
the results are equally satisfactory, and postopera- 
tive complications and late sequela are much less 
hazardous.” 


Fauley, G. B., and Ivy, A. C.: Experimental Gastric 
Ulcer: The Effect of the Consistency of the 
Diet on Healing. Arch. Int. Med., 1930, xlvi, 524. 


In experiments on rabbits the authors produced 
gastric ulcers by Ferguson’s technique. They found 
that these simple ulcers healed within thirty days 
irrespective of the consistency of the diet. The sim- 
ple ulcer with a silk suture in its base also healed if 
the rabbit was fed a soft diet; but tended to become 
chronic if the rabbit was fed a rough diet. The au- 
thors concluded that the consistency of the diet in- 
fluenced the healing of gastric ulcers if other factors 
tending to delay healing were operating simulta- 
neously. Louis P. GAMBEE, M.|). 


Finney, J. M. T., and Hanrahan, E. M., Jr.: The 
Results of Operations for Chronic Gastric and 
Duodenal Ulceration. A Statistical Study of a 
Thirty-Year Period. Ann. Surg., 1930, xcii, (20. 


The authors preface their report with the state- 
ment that they have less confidence in surgical 
measures to effect a cure in cases of gastric and 
duodenal ulcer than in cases of other common non- 
cancerous surgical lesions of the abdomen. 

The cases reviewed were 737 cases of gastric and 
duodenal ulcer operated upon in the period from 
1900 to 1930 in the Johns Hopkins and Union \le- 
morial Hospitals, Baltimore. The operations were 
performed by about 30 surgeons. 

In 110 (14.9 per cent) of the cases perforation had 
occurred prior to the operation. In this group the 
operative mortality was 23.6 per cent, whereas in 
the cases without perforation it was 8.6 per cent. 
Fifty-six of the perforated ulcers were gastric, 53 
were duodenal, and 1 was marginal. In the cases of 
perforated gastric ulcer the operative mortality ws 
26.8 per cent, and in the cases of perforated duo- 
denal ulcer it was 18.9 per cent. Of the 34 patients 
treated for perforated ulcer who could be traced, 31 
(91.1 per cent) were relieved by the operation. When 
miscellaneous procedures were used in the trext- 
ment of perforated ulcer the mortality was 29.8 per 
cent, and when gastro-enterostomy was added it \\:s 
20 per cent. It was 20 per cent also when excis'.n 
or suture with pyloroplasty was done. Pari i! 
gastrectomy had a mortality of 11.1 per cent. 

In 627 of the cases reviewed the ulcer was chrorc. 
Two hundred and sixty-eight of the chronic ulc: 's 
were gastric, 339 were duodenal, and 20 were mi '- 


ginal. The total mortality was 8.6 per cent. Of the 
330 patients treated for chronic ulcer who were 
traced, 83.9 per cent were benefited by the operation. 
In the 268 cases of chronic gastric ulcer the oper- 
ative mortality was 9.7 per cent and the operation 
was beneficial in 80.8 per cent. In the 339 cases of 
chronic duodenal ulcer the operative mortality was 
7.1 per cent and beneficial results were obtained in 
86.4 per cent. In the 20 cases of postoperative 
marginal ulcer there were 4 deaths. 

Seventeen of the cases of chronic gastric ulcer were 
treated by miscellaneous operations with a mortality 
of 29 per cent. In go cases gastro-enterostomy was 
done with a mortality of 3.3 per cent. In 102 cases 
pyloroplasty was done with a mortality of 8.8 per 
cent. Partial gastrectomy was done in 59 cases with 
a mortality of 15.3 per cent. 

In the 339 cases of chronic duodenal ulcer there 
were 9 miscellaneous atypical operations with a 
mortality of 22.2 per cent, 170 gastro-enterostomies 
with a mortality of 10.6 per cent, 149 pyloroplasties 
with a mortality of 2.7 per cent, and 11 partial 
gastrectomies with no mortality. 

Of the total number of cases, gastro-enterostomy 
was performed in 260 with a mortality of 8.1 per cent 
and beneficial results in 84.1 per cent, and pyloro- 
plasty was done in 251 with a mortality of 5.2 per 
cent and beneficial results in 85.8 per cent. Gas- 
trectomy was done in 70 with a mortality of 12.9 per 
cent. 

Of the cases of duodenal ulcer, gastro-enterostomy 
was beneficial in 89.6 per cent and pyloroplasty in 
86.8 per cent, whereas of the cases of gastric ulcer, 
gastro-enterostomy was beneficial in only 76.1 per 
cent and pyloroplasty was beneficial in 83.9 per cent. 

In the period from 1925 to 1930, 112 cases of 
chronic ulcer were operated upon at the Johns 
Hopkins Hospital with a mortality of 3.7 per cent. 
Thirty-seven of the lesions were gastric, 70 were 
duodenal, and 5 were marginal. Gastro-enterostomy 
was done in 84 cases with a mortality of 2.4 per cent; 
pyloroplasty in 12 cases with no mortality; partial 
gastrectomy in 7 cases with a mortality of 14.3 per 
cent; and miscellaneous operations in 4 cases with 
no mortality. In the cases of marginal ulcer the 
operative mortality was 20 per cent. Sixty gastro- 
enterostomies were performed for duodenal ulcer 
with 1 death. VERNE G. BurDEN, M.D. 


Balfour, D. C.: The Results of Gastro-Enterostomy 
for Ulcer of the Duodenum and Stomach. Ann. 
Surg., 1930, xcii, 558. 

The purpose of any operation for peptic ulcer is 
fourfold: (1) to relieve symptoms, (2) to protect 
against complications, (3) to protect against recur- 
rence of ulceration, and (4) to increase life expect- 
ancy. All of these purposes should be fulfilled to 
the maximum with minimal operative mortality, 
morbidity, and removal of normal structures. 

The author reviews 500 consecutive cases of 
duodenal ulcer in which gastro-enterostomy alone 
was done during the years 1918 and 1919. The 
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results are based on reports received after a mini- 
mum of five years after the operation. 

In a careful survey of the series from the stand- 
point of relief of symptoms, it was found that in 
87 per cent of the cases the operation gave relief 
which had been unobtainable by any other treat- 
ment. Thirteen per cent of the patients failed to 
obtain permanent relief from the operation. Many 
of the causes of failure were not related to the 
stomach or duodenum. It was significant that in 
the group of cases with poor results the average age, 
thirty-six and fifty-eight hundredths years, was 
almost ten years less than the average age of the 
patients who obtained excellent results (forty- 
four and eight-tenths years). This fact indicates 
that the younger the patient the less the prospect 
of cure. 

In the total number of cases, the mortality within 
five years after the operation from all causes was 
4.28 per cent and the operative mortality 1.80 per 
cent. 

In none of the cases did perforation of the duo- 
denal ulcer or pyloric obstruction occur after the 
gastro-enterostomy. Forty-five of the 500 patients 
had 1 or more hemorrhages after the operation, 
but it is significant that only 1 of the 500 died from 
hemorrhage. This study confirmed the fact that 
such hemorrhages are often directly associated with 
unusual physical and mental strain, overloading of 
the stomach, the excessive use of tobacco or alcohol, 
gross dietetic indiscretions, or severe focal infection. 

In an investigation of the cause of subsequent 
deaths in the series, no instance of carcinoma 
developing after the operation was found. 

Balfour reviews also 100 cases in which gastro- 
enterostomy alone was done for gastric ulcer. He 
is convinced that this procedure is the operation of 
choice in cases in which the size or situation of the 
lesion or the age or condition of the patient would 
make removal of the lesion difficult and hazardous. 

The operative mortality in the cases of gastric 
ulcer was 3 per cent. Five or more years after the 
operation 79 per cent of the patients were relieved. 
In 4 per cent the result was fair, and in 17 per cent 
it was poor. Gastro-enterostomy affords almost 
complete protection against the complications of 
perforation and obstruction. The number of sub- 
sequent deaths from all causes in the cases of 
gastric ulcer during a period of five years after the 
operation was 17. 

The outstanding fact demonstrated by the 100 
cases reviewed is that an indirect operation alone 
can be depended upon to give a high percentage of 
good results in cases of gastric ulcer in which the 
removal of the lesion by any method would be 
difficult and partial gastrectomy would be asso- 
ciated with prohibitive operative risk and unwar- 
ranted sacrifice of the stomach. 

To prevent misunderstanding of the purpose of 
this presentation, the author states in conclusion 
that gastro-enterostomy alone has been used in 
selected cases of duodenal and gastric ulcer, that is, 
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in cases in which other types of operation did not 
appear to meet the requirements mentioned in the 
first paragraph of the article. 


Horsley, J. S.: The Immediate Mortality and Late 
Results of Operations for Gastric and Duodenal 
Ulcers. Ann. Surg., 1930, xcii, 545. 

Gatewood: The Immediate Mortality and Late 
Results of Operations for Peptic Ulcer. Ann. 
Surg., 1930, xcli, 554. 

Gibbon, J. H.: The Immediate Mortality in Opera- 
tions for Gastric and Duodenal Ulcer and Its 
Causes. Ann. Surg., 1930, xcii, 616. 


Horstey reviews the results of operations for 
peptic ulcer of the stomach or duodenum per- 
formed in the period from July, toro, to July, 1929, 
and 11 pyloroplasties done prior to July, roro. 

In 78 cases he performed a “‘physiological pyloro- 
plasty,” an operation in which physiological rest is 
given by division of the pyloric canal and sphincter, 
the most active motor portion of the stomach, and 
the excision of any ulcer that may be present in the 
first portion of the duodenum. Of the patients sub- 
jected to this operation, 45 per cent were rendered 
symptom-free or were greatly benefited, 12 per cent 
were slightly benefited, 36 per cent were not bene- 
fited, 4 per cent died, and 4 per cent could not be 
traced. Horsley thinks that his physiological pyloro- 
plasty is indicated in cases of single, small, well- 
defined ulcer in the first part of the duodenum in 
which the lesion has not responded to medical treat- 
ment, there are no adhesions or adhesions only to 
the gall bladder, and a cholecystectomy is done at 
the same time; also in cases in which it is desired 
to obtain an easier outlet for the stomach, as after 
excision or cauterization of a gastric ulcer. 

Of 57 patients subjected to gastro-enterostomy, 
67 per cent had a satisfactory result, 11 per cent 
were slightly benefited, 11 per cent were not bene- 
fited, and 12 per cent died. In Horsley’s opinion, 
gastro-enterostomy has a large field in the treatment 
of peptic ulcer, being indicated when the duodenal 
ulcer is large, extensive adhesions are present, there 
is marked stenosis or inflammation, and a recurrent 
ulcer develops after pyloroplasty. 

Of 32 patients treated by partial gastrectomy, 72 
per cent had a satisfactory result, 7 per cent were 
slightly benefited, 13 per cent were not benefited, 
6 per cent died, and 3 per cent could not be traced. 

GATEWOOD discusses the immediate mortality and 
late results of operations performed for peptic ulcer 
in the Presbyterian Hospital, Chicago, in the period 
from 1915 to 1925. 

Of 163 patients treated by gastro-enterostomy, 
1.8 per cent died in the hospital and 82 per cent were 
cured or greatly benefited. Of the remaining 16 per 
cent, 8.5 per cent died subsequently from a gastric 
condition and 4.8 per cent died subsequently from 
some other cause. While the majority of the last 


group were well as far as stomach symptoms were 
concerned, they have not been included with those 
who were cured. 
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In cases of acute perforation which were operated 
upon within the first twelve hours there was a 
mortality of 5 per cent as compared with a total 
mortality of 20 per cent in cases of acute perforation. 
Recurrence demanding further surgery developed 
after all simple closures, and the mortality did not 
seem to be increased by concomitant gastro-enter- 
ostomy. 

Gastric resection for gastric ulcer and gastro- 
jejunal ulcer has been performed more frequently 
during the past five years. Of 30 cases in which it 
was done, a gastrojejunal ulcer developed in 3. 

A consideration of the deaths in these cases indi- 
cates that medical treatment should be given jor 
at least a short period before operation in every 
instance. 

G1BBON reports on 334 cases of gastric and 
duodenal ulcer in which operation was performed. 

In some of the 67 cases of acute perforation, 
simple closure was done, and in others, closure wiih 
gastrojejunostomy, depending upon the patient's 
condition and the extent and duration of the 
peritoneal contamination. The mortality in cases 
of acute perforation was 26.8 per cent. In 9 cases 
the cause of death was peritonitis; in 4 cases, a 
pathological chest condition; and in 1 case each, 
hemorrhage, embolism, empyema, local peritonitis 
with acute degeneration of the liver, and an un- 
recorded condition. Ten of the patients who died 
were operated on within eighteen hours of the 
perforation. Those who recovered had a variety o/ 
complications, including parotitis, phlebitis, pul- 
monary collapse, bronchiectasis, late vomiting, 
bronchopneumonia, and duodenal fistula. 

In the 267 cases without perforation there were 
29 deaths, a mortality of 10.8 per cent. The causes 
of death were peritonitis, pneumonia, collapse of the 
lung, local peritonitis with lung abscess, pulmonary 
embolism, subphrenic abscess and empyema, hemor 
rhage, intestinal obstruction, shock, a sudden car- 
diac attack, and postoperative delirium. The inci 
dence of lung complications was over 50 per cent. 
In the cases of the patients who survived, the com- 
plications were much the same as those developing 
in the fatal cases. ELIzABETH CRANSTON. 


Bloodgood, J. C.: The Ultimate Results and the 
Actual Functional Results After the Different 
Types of Operations for Gastric and Duodenal! 
Ulcers, for Gastric Cancer, and for Hour-Glass 
Stomach After An Interval of Five Years or 
More. Ann. Surg., 1930, xcii, 574. 

St. John, F. B.: A Follow-Up Study of the Results 
in Surgical Therapy for Gastric and Duodenal! 
Ulcer. Ann. Surg., 1930, XCii, 597 

Hartwell, J. A., and Fe Iter, R. K.: Peptic Ulcer 
Surgical Aspects including End- Results. 211): 
Surg., 1930, xcii, 602. 


BLoopcoop urges the more frequent choice of t}« 
Billroth I anastomosis after resection of the stom- 
ach, pylorus, or duodenum. He states that in resec- 
tion for cancer a wide margin of uninvolved wall is 
unnecessary. For cases in which the Billroth 1! 
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operation must be performed, Bloodgood urges a 
long-loop gastro-enterostomy and recommends Bal- 
four’s modification of Pélya’s operation. He be- 
lieves that in duodenal ulcer the Finney pyloroplasty 
with or without local excision of the ulcer is the 
operation of choice if local conditions allow it. When 
the Finney pyloroplasty is contra-indicated, a choice 
must be made between a short-loop posterior gastro- 
enterostomy and resection. 

For cases of large chronic ulcers of the duodenum, 
especially those adherent to the pancreas, Blood- 
good advises resection rather than posterior gastro- 
enterostomy. In cases of perforated duodenal ulcer 
he rarely finds it necessary to do more than close 
the perforation and drain. 

In conclusion, Bloodgood states that a diagnosis 
of inoperable carcinoma should not be made from 
the findings of palpation and X-ray examination 
alone. An exploratory laparotomy should usually be 
done unless there are skin metastases or fluid is 
present in the peritoneal cavity. Even under such 
circumstances operation is indicated if obstruction 
has occurred. 

St. JoHN reports the results of gastro-enterostomy 
and partial gastrectomy performed in cases of gastric 
and duodenal ulcer in the Presbyterian Hospital, 
New York, in the period from 1916 to 1929; also the 
results of medical treatment in 92 cases. 

In 119 cases in which gastro-enterostomy was 
done the mortality was 15.1 per cent. Five and 
nine-tenths per cent of the deaths were due to 
technical error and the others to pulmorary com- 
plications. In 76 cases treated by partial gastrec- 
tomy the mortality was 19.6 per cent and 15.8 per 
cent of the deaths were attributable to technical 
error. A marginal ulcer was present in 6.9 per cent 
of the cases in which gastro-enterostomy was done 
and in 3.6 per cent of those treated by gastric re- 
section. 

Follow-up records were made at intervals of six 
months after the operations. After gastro-enteros- 
tomy, the percentage of patients who were symptom- 
free or had been benefited by the operation ranged 
from 86.6 to 98.4 and averaged 91.8. Of the patients 
treated by partial gastrectomy, 94.4 per cent, and of 
those treated conservatively, 91.1 per cent, were 
rendered symptom-free or were benefited. The au- 
thor emphasizes that in a comparison of surgical 
and medical results it must be borne in mind that in 
most clinics surgery is performed in cases of simple 
ulcer only after medical treatment has failed. 

HARTWELL and FELTER report upon 152 surgically 
treated cases of peptic ulcer from the Department of 
Gastro-Enterology of the Cornell Clinic. The op- 
erations were performed in 26 hospitals and by 46 
surgeons. There were 117 cases of duodenal ulcer, 3 
cases of both gastric and duodenal ulcer, and 32 cases 
of gastric ulcer. The operations included gastro- 
enterostomy, Pélya resection, Billroth II resection 
with posterior gastro-enterostomy, pyloroplasty 
alone, the Billroth I operation, sleeve resection and 
cautery excision combined with gastroduodenos- 
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tomy, pyloroplasty with wedge excision, and sim- 
ple suture. In 92 cases of duodenal ulcer gastro- 
enterostomy had an operative mortality of 2.1 per 
cent. In 6 cases of gastric ulcer in which it was per- 
formed there were no deaths. In 11 cases of duo- 
denal ulcer the operative mortality of Pélya resec- 
tion was 36 per cent and in 12 cases of gastric ulcer 
it was 17 per cent. In 5 cases of duodenal ulcer in 
which the Billroth II operation was done there was 
no operative mortality, whereas in 10 cases of gastric 
ulcer this operation had a mortality of 20 per cent. 
The primary operative mortality in the whole group 
of cases was 10.6 per cent. In the cases of duodenal 
ulcer it was 5.9 per cent, and in the cases of gastric 
ulcer it was 22 per cent. The authors draw the fol- 
lowing conclusions: 

1. The efficiency and reliability of X-ray exami- 
nation in the diagnosis of peptic ulcer has been con- 
firmed in this series of cases. 

2. Gastro-enterostomy was shown to be a very 
safe procedure, its mortality being 2.1 per cent when 
the operation was performed by many surgeons. It 
gave satisfactory results in 92 per cent of the cases. 

3. The location of the gastrojejunostomy open- 
ing does not seem greatly to influence the clinical 
and mechanical results of the operation. 

4. Pélya resection gave uniformly good results in 
the small series of cases in which it was done, but its 
mortality was high. 


D’Aunoy, R., and Zoeller, A.: Sarcoma of the 
Stomach. Am. J. Surg., 1930, ix, 444. 


The authors report 4 cases of gastric sarcoma and 
review the literature on the condition. 

Sarcoma of the stomach is a relatively rare neo- 
plasm, constituting only about 1 per cent of gastric 
malignancies and about 0.25 per cent of sarcomata 
in general. 

It presents no pathognomonic features which will 
allow diagnosis by clinical or laboratory tests. ‘The 
diagnosis is established only by histological exami- 
nation of a portion of the tumor or one of its metas- 
tases. Clinically and by X-ray examination, gastric 
sarcoma is most frequently diagnosed as carcinoma 
or chronic ulcer. It does not appear possible to 
make a differential diagnosis before operation. 

While age is not of importance in the differential 
diagnosis, gastric sarcoma tends to occur in younger 
persons than gastric carcinoma, the average age for 
the onset of its symptoms being forty-one and six 
tenths years whereas the average age of onset of 
the symptoms of gastric carcinoma is sixty-one and 
two tenths years. The average age at which gastric 
lymphosarcoma occurs is thirty-six years. 

The prognosis of gastric sarcoma is poor, but is 
frequently said to be better than that of carcinoma 
of the same region because the sarcoma does not 
metastasize so readily or at such an early stage in its 
development as carcinoma. 

Trauma, a pre-existing benign neoplasm, and 
chronic ulcer have been suggested as possible etio- 
logical factors. 
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Lymphosarcomata of the stomach are usually of 
the infiltrating variety. They occur in younger per- 
sons than the spindle-celled tumors and are léss fre- 
quently pedunculated. Spindle-celled sarcomata 
offer a much better prognosis as they metastasize 
more slowly and are more readily extirpated. 

In the year-1929, 335 cases of sarcoma of the stom- 
ach, including the 4 reported by the authors in this 
article, were recorded in medical literature. 

Jacos M. Mora, M.D. 


David, V. C., and Loring, M.: Splanchnic Anzs- 
thesia in the Treatment of Paralytic Ileus. 
Ann. Surg., 1930, xcii, 721. 


The authors conclude that the use of splanchnic 
anesthesia to paralyze the inhibitory nerves of the 
intestines in the treatment of paralytic ileus from 
peritonitis may be of value in local peritonitis and 
the early stages of general peritonitis, but in severe 
and extensive peritonitis little or no aid in the re- 
establishment of intestinal movements is to be 
expected from it. SaMUEL Kaun, M.D. 


Judd, E. S., and Hazeltine, M. E.: The Results of 
Operations for Excision of Ulcer of the Duo- 
denum. Ann. Surg., 1930, xcii, 563. 


The authors report on the local operations which 
have been performed for duodenal ulcer at the Mayo 
Clinic. The first local operation in the Clinic for 
ulcer of the duodenum was a Heinecke-Mikulicz 
operation performed in 1806, and the first operation 
for excision of ulcer of the duodenum was done in 
1902. 

Gastro-enterostomy will probably remain the 
popular operation for duodenal ulcer. It is satis- 
factory in all cases except in those in which secondary 
ulcers develop and those in which hemorrhage 
occurs and the bleeding may continue. 

The operation of excision was developed to pre- 
vent jejunal ulcer and reduce the incidence of bleed- 
ing after gastro-enterostomy for hemorrhagic ulcer. 

For many years the local operation consisted in 
excision of the ulcer or destruction of the ulcer by 
cautery with simple closure of the area in the duo- 
denum. Of late it has been thought that removal of 
the anterior part of the pyloric sphincter in addition 
to excision of the ulcer results in more complete re- 
lief of the symptoms. With this removal of muscle, 
everything is accomplished that gastro-enterostomy 
can accomplish, and, in addition, the ulcer is re- 
moved. 

In cases in which multiple ulcers are encountered 
and the removal of all of them is impossible it is 
probably best to remove the anterior ulcer, close 
the opening in the duodenum, and then complete 
the operation with gastro-enterostomy. 

The local operation is limited to cases in which the 
duodenum is fairly mobile. However, with increas- 
ing experience in these cases the surgeon realizes 
that it is not difficult to mobilize a duodenum which 
is fairly well fixed and this should be done in cases 
in which excision of the ulcer is definitely indicated. 
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Gastro-enterostomy is particularly satisfactory 
for older patients, especially if obstructive symptoms 
have developed. It is less satisfactory in young 
patients. 

A study of the immediate results of the local 
operation shows that it can be done with very little 
risk. In the 1,363 cases covered by this report the 
mortality was 0.44 per cent. 

The ultimate results in this group of cases are 
practically the same as the ultimate results obtained 
by gastro-enterostomy; 90 per cent of the patients 
from whom detailed reports have been received 
obtained satisfactory relief. 

The local operation can be performed in about 50 
per cent of cases of duodenal ulcer, and in these. it 
will probably give better immediate and ultimate 
results than gastro-enterostomy. 


Gershon-Cohen, J.: The Diagnosis of Early Ileo- 
cecal Tuberculosis. Am. J. Roentgenol., 1.30, 
Xxiv, 367. 


The pioneer work of Stierlin and Pirie on the 
roentgen diagnosis of ileocecal tuberculosis was little 
heeded until the work of Brown and Sampson in 
1915. Brown and Sampson placed great reliance on 
the opaque meal followed by serial roentgenoscopic 
and roentgenographic examinations made at regular 
intervals from the seventh to the tenth hour after 
the ingestion of the meal. The findings which they 
regard of chief importance are filling defects in the 
ascending colon which appear in all or nearly all of 
the serial roentgenograms and are due to spasm, 
irritation, and hypermotility caused by the opaque 
medium in its passage through the affected seg- 
ments. They consider the barium enema of much 
less value than the barium meal because spasm of 
the colon following an enema is not necessarily indic- 
ative of pathological changes. However, they regard 
spasm limited to the cecum after a barium enema 
as significant. 

Gershon-Cohen calls attention to the fact that in 
the cases reported by Brown and Sampson in which 
positive evidence of tuberculosis of the colon was 
found with the use of the barium meal such evidence 
was usually found also with the use of the barium 
enema. He therefore concludes that Brown and 
Sampson are unwarrantedly prejudiced against the 
enema. He believes that examination with the 
enema has many advantages in that it can be more 
readily performed, it necessitates bringing the p:- 
tient to the roentgen department only once, it yiel«'s 
all the information yielded by the barium meal, and 
it frequently eliminates the difficulty experienced in 
the interpretation of defects in serial roentgeno- 
grams which are not true filling defects. 

Gershon-Cohen reports the findings in 138 cases 
of pulmonary tuberculosis in which a double-contrast 
roentgen study of the intestines was made at tlic 
Eagleville Sanitorium, Eagleville, Pennsylvania. |n 
the technique employed the opaque medium wis 
injected into the colon under fluoroscopic contri, 
special attention being paid to spasm and irritabiliiy 
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of the colon, particularly on the right side; mass 
peristalsis; anastalsis; the competency of the ileo- 
cecal valve; the outline of the colon, ileoczcal valve, 
and terminal ileum; and the presence or absence of 
pain. After the fluoroscopic examination, a roent- 
geuographic examination was made. The patient 
was then permitted to evacuate the opaque enema. 
Following the evacuation, another roentgenoscopic 
examination was carried out to determine the dis- 
tribution of the residual contents and the occurrence 
or non-occurrence of mass peristalsis either spon- 
taneously or after palpation. Air was then intro- 
duced into the colon by means of a Politzer bag 
attached to a rubber tube 18 in. long. The insuffla- 
tion was done under fluoroscopic control and was 
stopped when the colon was filled. When it was 
done slowly, no pain was experienced. On its com- 
pletion, another roentgenoscopic examination was 
made and followed by roentgenographic studies with 
the patient in the supine position and with the roent- 
gen rays directed vertically. 

In 41 of the cases reviewed, positive evidence of 
ileocecal tuberculosis was obtained. Of 31 cases in 
which routine roentgenographic studies of the entire 
gastro-intestinal tract by Brown-Sampson technique 
were made in addition to the double-contrast proce- 
dure, ileoczecal tuberculosis was found by the former 
technique in only 16 and in all of this group the 
microscopic examination of the feces was positive. 
Gershon-Cohen therefore concludes that the enema 
studies give a better concept of the extent and in- 
tensitv of the infection than barium-meal studies. 

The double-contrast procedure is of great value 
in revealing irregularities in the lumen of the gut. 
It serves as a check on the findings of the single- 
contrast enema. Because of the marked contrast 
obtained with the double-contrast technique, the 
author hoped that he might use a contrast substance 
which would adhere to an ulcerated surface and not 
to the normal bowel and thereby reveal early ulcera- 
tion. While this hope was not realized, the double- 
contrast films disclose many early signs of ileocecal 
tuberculosis which cannot be detected in the single- 
contrast films and are not even suggested in serial 
roentgenograms made after a barium meal. Their 
use renders it unnecessary to depend upon the 
demonstration of filling defects in the affected seg- 
ments of the colon due to splitting of the barium- 
meal column by those segments. The findings fol- 
lowing the barium enema, its evacuation, and the 
insufflation of air serve to check each other. 

In the adult, the most common sites of tubercu- 
losis in the intestinal tract are, in order of decreasing 
frequency of involvement, the terminal ileum, the 
cecum, the jejunum, and the transverse and de- 
scending colon. The author believes that the tuber- 
cles first develop in Peyer’s patches or the lymphoid 
collections in the caecum as it is here that ingested 
material is first delayed after rapidly passing through 
the jejunum. 

In the first stage of the infection necrosis usually 
occurs. The ulcers may become confluent. ‘The tone 


and peristalsis of the affected segment are increased. 
In the second or moderately advanced stage there is 
more extensive coalescence of the ulcers with deep 
extension to the submucosa or muscularis. Lym- 
phatic extension is marked, and nodules form in 
great numbers around the periphery of the lesions. 
In the third, or advanced, stage, the involvement 
extends over wide areas from the ileocecal region 
into the jejunum and the distal portion of the colon. 
Extensive areas of slough and even false diphtheritic 
membranes are formed. The walls of the bowel be- 
come smooth and rigid, and the lumen becomes uni- 
formly contracted. The roentgen findings in the 3 
stages may be described as follows: 

Stage 1. Long-delayed temporary tonic spasms 
or intermittent and frequent spastic contractions 
occur. The spasms may be of short duration, but 
the periods of relaxation followed by complete filling 
are often shorter. Hyperperistalsis and mass peri- 
stalsis are noted. The opaque mass may pass rapidly 
through the colon for a distance of 12 in. before 
stopping. Mass hyperperistalsis is visible not only 
during the injection of the opaque enema, but also 
after evacuation of the enema and after the insuffla- 
tion of air. If it is missed during the opaque enema 
study, its presence is indicated by the complete 
evacuation of the contrast material from the diseased 
segment when the double-contrast enema studies are 
made. Anastalsis—refilling of the emptied segment 
by reverse flow of the opaque contents from the 
next distal segment when the injection of the opaque 
material is discontinued—is frequently observed. 
Hypersecretion is a common finding, but can be de- 
tected only in the double-contrast film. It is due 
probably to an inflammatory exudation. It is 
evidenced by uneven adherence of the barium sus- 
pension to the colonic mucosa. After evacuation of 
the enema the residual coating of barium which usu- 
ally clings to the normal mucosa seems to have been 
washed away by the excess products of exudation 
and secretion in the diseased areas. Therefore in the 
double-contrast film the normal mucosa appears to 
have retained its smooth, uniform coating of bari- 
um whereas the inflamed areas appear to have no 
coating. Pain and tenderness are almost always 
elicited by palpation over the cecum. Incompetency 
of the ileocecal valve is usually noted. 

Stage 2. In this stage the deformities become more 
marked in the regions of the ileum and cecum close 
to the ileocecal valve and less marked toward the 
proximal portion of the ileum. The margins of the 
cecum often have a crenated or fibrillar outline due 
to the spastic contraction which is associated with 
ulceration. Occasionally the lumen is irregularly 
shortened or contracted. The irregularities are per- 
manent and are visible in all of the films. After 
evacuation of the contrast enema the double-con- 
trast film shows irregularly outlined pools of residual 
contents between the distorted, contracted areas of 
the involved colon or in the crater or under the 
evacuated portions of the ulcers. Irregularities are 
seen also in the ileum. The normal roentgen appear- 
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ance of the end of the ileum in a plane is that of a 
cone-shaped or triangular segment with the apex 
invaginating the cecum. In moderately advanced 
ileocecal tuberculosis with ulceration on the frenula 
around the orifice and on the walls of the ileum just 
proximal to the orifice, the cone or triangle is in- 
verted. This is Fleischner’s sign. 

Stage 3. In the third or advanced stage the cecum 
becomes almost obliterated by fibrous contraction. 
Frequently the barium will not enter the contracted 
portion, but following the insufflation of air the 
stenosed portion can be visualized easily. In all of 
the films the lumen of the ascending colon is marked- 
ly narrowed. As a rule the narrowing is greatest in 
the caecum and decreases toward the hepatic flexure. 
ALTON OcHsNER, M.D. 


Soupault, R., and Seillé, G.: Pelvic Appendicitis 
(L’appendicite pelvienne). Rev. de chir., Par., 1930, 
xlix, 177. 

Pelvic appendicitis may occur at any age, but is 
most frequent in the child. The appendix is found 
in the pelvis by anatomists in one-third of cases, and 
by surgeons in from 18 to 20 per cent. Low pelvic 
appendicitis is more frequent than high pelvic ap- 
pendicitis. The inflamed appendix lies entirely with- 
in the lesser pelvis, in direct contact with the bladder 
and rectum. Pelvic, vesical, or rectal symptoms may 
occur very early. Rupture of abscesses into the ab- 
domen is to be feared. In high pelvic appendicitis 
the danger of peritoneal diffusion is especially great. 
The appendix is attached in front of the promontory 
at the junction of the pelvis and abdomen. To it 
adhere epiploic fringes and loops of small intestine, 
fragile surroundings for encysting the infection. 
This focus is difficult to discover, and if operation is 
delayed, peritonitis or occlusion will develop. 

Dysuria and pain in the cul-de-sac of Douglas in a 
patient who has shown febrile abdominal symptoms 
and in whom abdominal palpation gives negative 
results constitute the key to the diagnosis of low 
pelvic appendicitis. If operation is not done, resolu- 
tion may take place or there may be diffusion or 
suppuration. The abscess may open into the great 
peritoneal cavity, through the skin, or into the rec- 
tum, bladder, or vagina. 

High pelvic appendicitis is rarely diagnosed. In 
some cases there appears to be a simple gastric dis- 
turbance with fever, whereas in others the symptoms 
are suggestive of occlusion with a subacute course. 
Persistence or aggravation of symptoms leads to op- 
eration. An illustrative case is reported. The au- 
thors disouss the diagnosis of the attack itself and 
the pelvic abscess in the child, the man, and the 
non-pregnant and pregnant woman. 

The pelvic complications of abdominal appendici- 
tis are early and late pelvic abscess. In all cases in 
which the appendicitis is accompanied by a thick 
peritoneal effusion a drain should be placed in the 
cul-de-sac of Douglas and the drainage should be 
continued for some time. The caliber and then the 
length of the drain should be gradually diminished. 


In cases of pelvic appendicitis seen within forty- 
eight hours, immediate operation should be per- 
formed. If the course is favorable when the patient 
is seen more than forty-eight hours after the attack, 
the surgeon should wait while ordering complete 
rest, the application of ice to the abdomen, liquid 
diet, small warm enemas of a 10 to 20 per cent 
salt solution, and opiates. In suppurative appendi- 
citis, the cul-de-sac of Douglas should be drained 
whatever the location of the appendix. The abscess 
may be approached by the high route, trans- 
peritoneally, or by the low route, through the vagina 
or rectum. Occlusion resulting from pelvic abscess 
may be treated by freeing the intestinal loops in the 
infected focus or by simple lateral fistulization of 
the dilated small intestine. Vesical or enterovesica] 
fistula of the appendix itself or of an adjacent in- 
testinal segment must be operated upon after ihe 
inflammatory symptoms have decreased. Pac. 


Deaver, J. B.: An Opinion on the Present High 
Operative Mortality in Acute Appendicitis. 
Surg., Gynec. & Obst., 1930, li, 529. 

In Deaver’s opinion the reasons why patients 
with acute appendicitis are frequently not seen by 
the surgeon until after the occurrence of perforation 
of the appendix or the development of gangrene or 
extensive suppuration are that they have been 
purged; they did not call the physician early enough; 
or, if the physician was called in time, he failed to 
recognize the condition or tried expectant treatment 
and deferred operation. The operative mortality in 
acute appendicitis is high because the time for oper- 
ation is not well chosen or because, if opportuncly 
timed, the operation was incomplete because of the 
surgeon’s poor judgment or his lack of experience in 
the treatment of appendicitis, or both. 

In cases in which peritonitis has developed Deaver 
has found auscultation of the abdomen a very 
valuable means of detecting the lesion. He states 
that the stormy, the turbulent, and the silent belly 
are significant of stages of peritonitis; that is, they 
indicate whether it is circumscribing, circumscribed, 
diffusing, or diffused. In the early stages of peri- 
toneal irritation, very delicate palpation will often 
reveal the presence of serous fluid. It is important 
to determine the position of the appendix. As a 
rule, the appendix is located at the site of the most 
marked tenderness and rigidity. A deep pelvic posi- 
tion will require deep pressure to elicit tenderness 
and often lead to a mistaken diagnosis of diverticu- 
litis of the sigmoid. 

The crux of the problem is diagnosis. If the diaz- 
nosis is properly made, it means operation. The next 
important considerations are the choice of the time 
for the operation and the operative technique. ‘These 
are determined very largely by circumstances ani 
the surgical judgment that comes only with expe- 
rience. Therefore it is difficult to formulate rigid 
guiding principles. In acute appendicitis, operation 
should be done before the onset of peritonitis 1 
possible. The early case of acute appendicitis 


d 
d 
il 
0 
a 
e 
( 


SURGERY OF THE ABDOMEN 


demands immediate operation. The indication for 
drainage and often the outcome of treatment depend 
upon the character of the exudate as revealed by a 
smear taken from the operative field, the surround- 
ing area, and distal points, and upon the appearance 
of the peritoneum at and around the site of the 
lesion. When the pathological reports are negative 
as regards infection, Deaver drains only in the pres- 
ence of a green peritoneum and a subperitoneal 
exudate. In such cases drainage is necessary since 
occasionally the exudate does not resolve but forms 
an abscess. 

Deaver does not believe that acute appendicitis 
always necessitates an immediate emergency oper- 
ation. He emphasizes that surgical judgment is re- 
quired to decide when to operate and when not to 
operate, and that the decision not to operate often 
requires the greater deliberation. Chill, abatement 
of the pain, and a drop in the temperature are three 
signals calling for immediate operation. 

The time at which operation should be done after 
peritonitis has developed depends upon the type of 
the peritonitis and the patient’s condition. In prac- 
tically all cases of circumscribed peritonitis opera- 
tion can be done safely at once if the proper tech- 
nique is used. In circumscribed peritonitis with 
abscess, immediate operation with a proper tech- 
nique is safe unless there are forbidding systemic or 
other conditions, which in these days of spinal 
anesthesia are not numerous. The technique in cir- 
cumscribed peritonitis is described in detail. 

In circumscribing peritonitis, that is, cases in 
which the infection shows a tendency to become 
localized, Deaver employs anatomical and physio- 
logical rest, the Fowler-Murphy-Ochsner treatment 
which is known in his clinic as “regulation treat- 
ment.” With few exceptions, the circumscribing 
peritonitis becomes circumscribed under this treat- 
ment and permits operation with little risk of death. 
When there has been a flare-up and the circum- 
scribing peritonitis has advanced to a diffusing 
peritonitis, Deaver prescribes anatomical and physi- 
ological rest to allow the peritonitis to localize. 

In the presence of an abscess in the region of the 
ileocecal junction, the terminal ileum is often in- 
filtrated, thickened, and stiff and forms a part of the 
abscess cavity. Under such conditions, Deaver 
evacuates the abscess, removes the appendix, es- 
tablishes drainage, and then does an ileocecostomy 
or an ileocolostomy to prevent postoperative ob- 
struction and insure a smooth convalescence. When 
an abscess is in the immediate neighborhood of the 
cecum and especially near the terminal ileum, and 
when the lesion is not an abscess but a definitely in- 
ilammatory area that would favor adhesions of that 
portion of the ileum which is so prone to fall in con- 
tact with the abscess and thus cause obstruction, he 
uses a cofferdam of rubber tissue so that when he 
has placed it and lightly packed the cavity within, 
the dam will be held up out of harm’s way. 

Diffusing peritonitis is a more serious condition. 
In this type the patient appears very sick, the pain 


135 


is very acute, and the tenderness and rigidity are 
distributed over a larger area than in circumscribed 
peritonitis. Peristalsis is feeble or absent over the 
area of peritonitis, but exaggerated over the sur- 
rounding region. In such cases Deaver postpones 
operation until! the peritoneal inflammation has sub- 
sided or has been controlled to the point of safe 
surgery by anatomical and physiological rest. 

In diffused peritonitis, postponement of operation 
is usually best. However, if the case is seen very 
early when the belly walls are still rigid, operation 
by an experienced surgeon promises most. 

A collection of pus in the pelvis or either iliac 
region can be evacuated by an extraperitoneal ap- 
proach; in the pelvis, by vaginal or rectal incision, 
and above the pubis, by a low midline incision after 
emptying of the bladder. A subdiaphragmatic col- 
lection may be evacuated by removing the greater 
part of the tenth rib. A subhepatic collection may 
be drained by an incision through the loin if it has 
extended well down into the renal well; otherwise the 
incision should be through the anterior abdominal 
wall. At operation, Deaver inspects the external 
paracolic furrow for pus. If pus is present, the 
wound is enlarged upward and the subdiaphrag- 
matic and subhepatic spaces are explored. If pus 
is found in these regions drainage is established by 
means of a rubber tube or by a cigarette drain carry- 
ing a central rubber tube. Next, the pelvis is ex- 
plored and drained if pus is found. In addition, a 
narrow eight-layer piece of gauze long enough to 
reach the inner boundary of the peritoneal wound is 
placed between the parietal and the visceral perito- 
neum. The paracolic groove is loosely packed with 
moist gauze, and interrupted sutures of silk or silk- 
worm gut, preferably the former, are carried through 
the entire thickness of the edges of the wound and 
tied loosely to prevent eventration. This procedure 
leaves an open wound and permits free drainage. 
The purpose of the long piece of gauze between the 
layers of peritoneum is to excite peritoneal activity 
and exclusion of the general peritoneal cavity. Silk 
sutures are more stable than sutures of silkworm 
gut because they do not break or become untied. 
When pockets of pus are found between coils of 
bowel they are emptied and drained by strips of 
rubber dam or soft rubber tubes. In nearly all cases 
with pus pockets postoperative hernia develops. 

The time for the removal of the drain and gauze 
should be decided by the surgeon. It is better to 
leave drains and gauze in place too long than to take 
them out too early. 

The only cases in which Deaver does not remove 
the appendix primarily are those with a circum- 
scribed abscess of §veral days’ standing in which 
there is no evidente\gf surrounding peritonitis and 
the appendix is not $een or felt. However, in such 
cases he performs appendectomy a short time after 
wound healing is complete. In all others he performs 
a primary appendice¢tomy since in many instances 
the removal of the appendix reveals an abscess 
which, if not drained, would lead to a serious if not 
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fatal complication. When a palpable mass is found 
in the lower part of the abdomen on the right side 
it is his practice to make an extraperitoneal approach, 
carrying the incision to the outer side of the mass 
and dividing the aponeurosis of the external oblique, 
the flat muscles, the internal oblique, and the trans- 
versalis. The transversalis fascia and preperitoneal 
fat, which frequently are infected, are separated 
from the peritoneum, the latter is incised, and the 
technique previously described is carried out. When 
a large collection of pus is found, it is evacuated, the 
abscess cavity is cleansed, packed, and isolated from 
the general peritoneal cavity, and the appendix then 
removed. Deaver never uses the McBurney incision 
in cases of acute perforated appendicitis. 

Practically all of the operations described are 
done under spinal anesthesia. 

Deaver has discarded jejunostomy and enteros- 
tomy because of their high mortality. He now uses 
the Jutte tube and has noted a very satisfactory de- 
crease in mortality since its adoption. The Jutte 
tube, which is passed through the nose, has proved 
to be a very valuable adjunct in the pre-operative 
and postoperative treatment. During the time when 
it is impossible to give nourishment by way of the 
tube, Deaver employs glucose and normal saline 
solution intravenously, proctoclysis of glucose, whis- 
key, and normal saline solution, and hypodermo- 
clysis. Occasionally, blood transfusions are given. 
In paralytic, but not mechanical, obstruction, 
eserine and strychnine are administered at intervals. 
Pituitrin is rarely used. The circulation is sustained 
by digalin, pain is relieved by small doses of mor- 
phine, and sleeplessness is overcome by the rectal 
administration of chloral and bromide. Deaver 
rarely uses the Welch bacillus serum as it has not 
given him satisfactory results. 

In conclusion, Deaver says that whether operation 
has been performed or not a percentage of the fa- 
talities are due, not to the primary peritoneal infec- 
tion, but to a secondary infection or intestinal ob- 
struction, or both, and gangrene of the obstructed 
gut. Emit C. RositsHex, M.D. 


Rankin, F. W., and Learmonth, J. R.: Section of 
the Sympathetic Nerves of the Distal Part of 
the Colon and the Rectum in the Treatment 
of Hirschsprung’s Disease and Certain Types 
of Constipation. Ann. Surg., 1930, xcii, 710. 


It appears to be established that interruption of 
the sympathetic nerve supply to the large bowel is 
of benefit in selected cases of idiopathic dilatation of 
the colon. Hitherto, such interference has been 
either lumbar ganglionectomy and ramisectomy, in 
which the second, third, and fourth lumbar ganglia 
with their connecting trunks and communicating 
branches have been removed on both sides, or an 
operation on the left side, in which the white ramus 
from the first lumbar nerve to the first lumbar 
ganglion and any large branch from the second nerve 
to the second ganglion were divided. All of the 
branches (usually four) leaving the ganglion on the 


medial side, one from the first and second ganglia, 
and one or two smaller ones from the fourth have 
been severed and the cord has been cut across below 
the fourth ganglion. Asa result of closer study of the 
anatomy and physiology of the nerves passing to the 
distal part of the large bowel, it has been possible to 
simplify the operation so that the nerve section is 
limited to the fibers supplying the intestine. Only 
such a procedure insures interruption of all fibers 
reaching the distal part of the colon from the t)ho- 
racicolumbar sympathetic outflow. The operation 
was applied also in a case of obstipation in which 
the cause of difficulty was lack of rectal tonus. 

Of the numerous conditions suggested as being 
responsible for idiopathic dilatation of the colon, 
Rankin and Learmonth are of the opinion that 
neuromuscular dysfunction is the most probaivle 
cause in a large number of cases. They consider the 
essential pathological anatomy of the lesion. ‘Ihe 
colon is dilated, and the dilatation is most marked 
in its distal part, sometimes reaching the internal 
sphincter of the anus. Although the muscular cvat 
is hypertrophied, it is unable to transmit the con- 
tents of the intestine. Even if the disease cannot be 
attacked directly, the following flanking attacks may 
be carried out: (1) an attempt to diminish the dila- 
tation of the colon; (2) an attempt to remove in- 
hibitory influences exerted upon the motor nerves; 
and (3) an attempt to relieve any opposition to the 
expulsion of the contents of the bowel offered by the 
internal sphincter of the anus. If the anatomical 
and physiological reasoning is correct, the first and 
second objects can be accomplished by division of 
the inferior mesenteric nerves, and the third by di- 
vision of the presacral nerve. 

In discussing whether these operations can be 
performed without endangering the functions of 
viscera by interrupting important efferent or al- 
ferent fibers, the authors state that it is essential 
to safeguard the afferent fibers from the ampulla of 
the rectum so that the mechanism for defecation 
may be set in motion when fecal matter enters that 
part of the bowel. In the dog, division of the in- 
ferior mesenteric nerves results only in an increase 
in the tonus of the distal part of the colon, and in the 
patients on whom Rankin and Learmonth performed 
this operation, the only discernible effect on the 
colon was the effect desired. In the human beiig, 
the presacral nerve is an important afferent path for 
painful impulses, particularly from the genitalia in 
the female and from the bladder. It probably con- 
tains inhibitory fibers for the musculature of the 
bladder, but only rarely, after its section, is transic\it 
frequency of micturition observed, and it supplivs 
motor fibers to the internal sphincter of the anvs. 
The afferent fibers concerned in reflex defecation 
pass to the spinal cord largely if not entirely !y 
way of the pelvic nerves, and the second, third, aii 
fourth sacral posterior roots. In the suggested oper- 
ation these are preserved. 

When, in certain cases of obstipation, roentge:o- 
grams after a barium meal give evidence that ‘lic 
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feces reach the distal part of the colon or the rectum 
in normal time, it is reasonable to conclude that the 
underlying pathological condition is in the distal 
part of the large bowel. However, the pathological 
anatomy in such cases differs from that in Hirsch- 
sprung’s disease. The rectum may be unduly dilated, 
but the dilatation is not accompanied by hyper- 
trophy of the muscular coat; indeed, in long-standing 
cases the muscular coat is atrophied. The underlying 
factor is probably a gradual rising of the threshold 
of the rectal sensory nerves to the presence of 
feces in the ampulla due to long-continued deliber- 
ate neglect to answer the call to defecation. Rankin 
and Learmonth believe that the operation should be 
considered in such cases on the hypothesis that in- 
terruption of the inhibitory nerves to the rectum 
may permit a readier response of the rectal mus- 
culature to such reflex stimuli as reach the intra- 
mural plexuses. 

The postoperative course of patients suffering 
from Hirschsprung’s disease will be different from 
that of patients suffering from rectal constipation. 
This must be emphasized. More immediate benefit 
is to be expected in the former, for after the opera- 
tion the hypertrophied musculature of the colon is 
immediately available for effective peristalsis. It 
cannot be expected that completely normal defica- 
tion will be restored at once, for time will be required 
for partial or complete readjustment of the organic 
changes in the colon and rectum to the altered 
neuromuscular control. However, judging from the 
case herewith reported, satisfactory defecation be- 
gins sufficiently soon to obviate a long course of 
medical treatment. 

In cases of rectal obstipation, not only is hyper- 
trophy of the muscular coat of the bowel absent, 
but also the long-continued distention of the rectum 
leads to atony and even atrophy of its musculature. 
All that can be hoped for is that the rectum will be 
placed under the most favorable conditions for 
function. A long course of after-treatment will be 
necessary to re-educate what remains of the rectal 
musculature so that it will contract on stimulation. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Miller, R. H.: Acute Cholecystitis. 
1930, xcii, 644. 

The author believes that acute surgical chole- 
cystitis with all of the symptoms and signs of acute 
inflammation, distention, and cedema of the gall 
bladder rarely occurs in the absence of stones. 

He states that the thickened gall bladder cannot 
distend rapidly following obstruction of the cystic 
duct. Therefore infection is able to penetrate its 
wall and produce a contiguous abscess. The rapid 
distention of a thin-walled gall bladder causes 
excruciating pain which is not easily controlled by 
morphine, whereas the slow distention of the thick- 
walled gall bladder causes pain that as a rule can be 
controlled without difficulty. 


Ann. Surg., 


It has been taught that operation should be de- 
layed until the acute infection has subsided in order 
that the patient may be in better condition to with- 
stand it and there will be a greater chance of per- 
forming cholecystectomy instead of cholecystostomy. 
However, in 2 of the author’s cases perforation oc- 
curred while subsidence of the infection was awaited. 
Miller therefore questions the advisability of post- 
poning operation in all cases. 

When acute infection of the gall bladder is treated 
conservatively there are 3 possibilities: (1) sub- 
sidence of the infection, (2) perforation with the 
formation of a local abscess, and (3) perforation 
with the development of general peritonitis. Miller 
questions whether our ability to predict the outcome 
is sufficient to warrant delay of operation. 

The records of 200 consecutive cases which were 
operated upon for acute cholecystitis state definitely 
that stones were present in 160. In the records of 
40 cases (20 per cent) no mention of the presence or 
absence of stones is made. Miller believes that there 
were not even as many as 4o cases without stones; 
that in some of the records in which stones were not 
mentioned the surgeon merely neglected to record 
them. In the records of 74 cases (37 per cent) it is 
stated that there were no adhesions about the gall 
bladder. In the records of 19 (9.5 per cent) the 
presence or absence of adhesions is not stated. The 
fact that there was no walling off in from one- 
quarter to one-half of the cases shows the danger 
of spreading infection in case of perforation. 

Twenty-seven (13.5 per cent) of the patients died. 
In the fatal cases the average length of time frem 
the onset of the condition to the operation was fif- 
teen days, whereas in the cases with recovery it was 
eight and three-tenths days. Of the fatal cases, local 
perforation occurred in 8, but general peritonitis 
occurred in none. Cholecystectomy was done in 14 
of the fatal cases, and cholecystostomy in 13. Of 
the patients who recovered, 75 per cent were treated 
by cholecystectomy. 

The author concludes that in the cases of patients 
who are in poor condition but whose symptoms are 
not very acute, operation may be delayed for twelve 
hours to allow for pre-operative preparation, but 
that in cases with persistent fever, tenderness, and 
spasm, and especially cases with severe pain which 
is not easily controlled, it should be undertaken with- 
out delay. STANLEY H. MENTzER, M.D. 


Jones, N. W., and Palmer, D. L.: Observations upon 
Chronic Cholecystitis; with Special Reference 
to Motor Disturbances of the Gastro-Intestinal 
Tract in Relation to Pre-Operative and Post- 
operative Symptoms. Am. J. M. Sc., 1930, clxxx, 
531. 


The authors believe that in the roentgenological 
diagnosis of gall-bladder disease too much reliance 
has been placed on the results of the use of dyes. 
The procedure which they have found most satis- 
factory is the George and Leonard direct method 
supplemented, if necessary, by the Graham-Cole 
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test. They state that a factor overlooked when the 
method of George and Leonard is discarded is that 
alteration in the chemistry of the gall-bladder wall 
and possibly in the bile occurs with disease and may 
have something to do with the production of shad- 
ows in the direct roentgenograms. 

In 4,820 cases in which an examination for gall- 
bladder disease was made, the clinical diagnosis was 
based on the following evidence: 


st 


A. Direct evidence: 
2. ++shadow 
3. +++-+shadow 
4. No shadow and unsatisfactory 
(a) Before use of dye 
(b) After oral use of dye 
(c) After intravenous use of dye. 
5. Direct shadow identified by: 
(a) Oral use of dye 
(b) Intravenous use of dye 
B. Indirect evidence: 
1. Motor disturbances 95.4 
4.6 


HNW 


3. Deformity of antrum or duodenum: 
(a) Bands 22.0 
(b) Ulcers 13.0 


Chemical analyses of normal and pathological gall 
bladders and their contents showed that as the cal- 
cium content increased the shadow produced by the 
gall bladder on the film became denser. The calcium 
content varied from 0.02 percent CaO dry weight in 
presumably normal gall bladders which cast no 
shadow to an average of 0.16 per cent dry weight 
in gall bladders which cast a dense shadow on the 
direct film. 

The authors believe that the diagnosis of chronic 
cholecystitis does not necessarily demand surgical 
treatment. Of 1,332 patients with this condition, 
only 42 per cent underwent operation. The remaining 
58 per cent were given relief by dietetic and other 
non-surgical measures. 

Of the patients operated upon for mild chronic 
cholecystitis, only 22 per cent were relieved of their 
symptoms within the period of surgical convales- 
cence. Seventy-eight per cent continued to have 
distress of variable intensity over periods of time 
ranging from a month to more than two years. The 
chief cause of the failure of operation to relieve the 
symptoms was persistence of motor disturbances in 
the gastro-intestinal tract. 

In conclusion the authors state that while the 
technique for visualization of the gall bladder by the 
direct method is more arduous, the fact that it leads 
to a correct diagnosis in 96 per cent of the cases 
justifies the added effort necessary for its use. 

Norman G. Parry, M.D. 


Lahey, F. H.: External and Internal Biliary Fis- 
tulz Following Cholecystectomy. Ann. Surg., 
1930, xcii, 649. 

The author previously reported two transplanta- 
tions of complete external biliary fistula. In this 
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article he reports eight others. Six of the patients 
are free from symptoms, one had a recurrence of the 
external fistula, one has had frequent attacks of 
intermittent biliary obstruction, and two died from 
the operation. 

The most important surgical principle in this 
operation is the preservation of adequate vasculari- 
zation. This is attained by leaving the fistulous tract 
attached to the undersurface of the liver. The tract 
is cored out from the abdominal wall down to its 
attachment to the liver. A short section of rubber 
catheter is inserted into the fistula and anastomosis 
effected between the stomach and duodenum or 
jejunum. If the anastomosis is made to the stomach, 
the latter is drawn through an incision in the omen- 
tum which has been reflected onto the hepatogastric 
ligament. The anastomosis is therefore essentially 
extraperitoneal. An incision is made into the stom- 
ach, and through a counter-incision the end of the 
fistula with its attached rubber tube is drawn into 
the stomach and sutured in position. The adjacent 
portion of the stomach is then fixed to the under- 
surface of the liver. If the duodenum or jejunum is 
used for the anastomosis it must first be immobilized. 

In the ten cases of complete external fistula re- 
ported by the author there were four internal biliary 
fistula, but as none of the spontaneous fistula be- 
tween the stomach or duodenum was of sufficient 
size to prevent back-pressure and jaundice it was 
necessary in each case to detach the internal fistula 
and establish a complete external fistula. 

Spontaneous internal biliary fistula are at times 
the cause of failure of external biliary fistula to re- 
main open until they are ready for transplantation. 
The author has prevented this complication by the 
extraperitoneal method of transplantation described. 

The stomach is best employed for the anastomosis 
because it tolerates bile well and because, if a fistula 
occurs, it is less serious in the stomach than in the 
duodenum. StanLey H. MENTzeR, M.1). 


Guerry, LeG.: Reconstruction of the Bile Passages, 
with Special Reference to Hepaticoduodenosto- 
my. Ann. Surg., 1930, xcii, 663. 

When surgical reconstruction of the bile passages 
is necessary, direct anastomosis between the bile 
passages and the duodenum gives the best results. 
Most failures of autoplastic reconstructions are due 
to contraction of the transplanted tissue. Contrac- 
tions will occur in the absence of a proper submucosa 
even when the structure transplanted has an epi- 
thelial lining. Direct anastomosis assures an ample 
mucous lining to the reconstructed duct and suiil- 
cient submucosa and peritoneal surface to prevent 
contraction. 

To seven cases which he previously reported, the 
author adds two more in which direct anastomosis 
was done. In the four cases in which it was possible 
to unite the hepatic duct to the duodenum directly, 
there was no mortality and a thoroughly satisfac- 
tory symptomatic cure was obtained. 

STANLEY H. MENTzerR, M.1). 


T 

n 

t 

0 

No. | 0 

t 

a 

( 


SURGERY OF THE ABDOMEN 


Topcibasev, M.: Recurrence of Pain After Opera- 
tions on the Bile Ducts (Ueber Schmerzrezidive 
nach Operationen der Gallengaenge). Z. teor. i 
prakt. Med., 1930, iv, 421. 


This article is based on twenty-two cases of recur- 
rence of pain after operation on the bile ducts. The 
most frequent cause of true recurrence with symp- 
toms similar to those preceding the operation is 
overlooked stones. As evidence thereof the author 
offers, in addition to numerous citations from the 
literature, the following observations: (1) the spon- 
taneous passage of stones in the feces following an 
attack of pain two months after the operation; (2) 
the discovery at autopsy, after unsuccessful re- 
operation, of a stone half the size of a pigeon’s egg 
at the site of confluence of the two branches of the 
hepatic duct; and (3) the spontaneous passage of 
stones through the drain five days after cholecystec- 
tomy and drainage of the common duct. In one of 
the author’s cases in which stones were removed 
from the gall bladder and no other stones could be 
palpated, two stones were found in the mucosal folds 
of the extirpated gall bladder. 

For the prevention of recurrence, removal of the 
gall bladder is advocated. According to the author’s 
experimental studies, dilatation of the bile ducts 
rarely occurs after this procedure. Stasis occurs in 
the bile ducts only when there is interference with 
the flow of bile into the duodenum. When the com- 
mon duct is found changed and distended at opera- 
tion it should be opened and drained. In cases with 
chills, fever, and jaundice before operation this step 
is indicated absolutely. As infection, cholangeitis, 
hepatitis, and pancreatitis frequently lead to recur- 
rences, the elimination of infecting agents by drain- 
age is necessary. In cholangeitis, grumous masses 
containing cholesterin, calcium, pigment, and bile 
sand are often formed in the liver and cause attacks 
of pain. In one patient operated upon three days 
after an attack, a pultaceous mass was found filling 
the gall bladder and common duct. In another case, 
in which operation was performed for typical recur- 
rent attacks of pain, there were no abnormal findings 
in the gall bladder or common duct, but the liver was 
greatly changed macroscopically and biopsy dis- 
closed the presence of hepatic cirrhosis. Improve- 
ment was noted after treatment with iodine was 
given. 

Adhesions produce severe symptoms only when 
they cause displacement of organs, kinks, or com- 
pression of the pylorus or duodenum. Even exten- 
sive, roentgenologically demonstrated adhesions and 
incisional hernia often cause no symptoms. Not in- 
frequently, symptoms persist after operations which 
are done without adequate indications. In such 
cases the old pains persist because they had no rela- 
tion to gall-bladder disease. Re-operation is indicat- 
ed only by severe, frequently recurring pains. When 
there is high fever or icterus, the gall bladder must be 
opened and drained. When the flow of bile into the 
duodenum is obstructed, choledochoduodenostomy 
Is necessary. O. Denn (Z). 
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De Takats, G.: Ligation of the Tail of the Pancreas 
in Juvenile Diabetes. Endocrinology, 1930, xiv, 
255. 

The regenerative power of the pancreas has been 
established by numerous clinical observations. Of 
all structures, the ducts and islets are most resistant 
to local destructive processes and seem to have the 
greatest growth potential. Various pathological con- 
ditions destroy a large amount of pancreatic tissue. 
Whether the insular activity becomes insufficient or 
not depends upon the rapidity with which pancreatic 
destruction takes place. In acute pancreatic necrosis, 
high blood-sugar and abnormal sugar-tolerance 
curves are almost the rule and glycosuria is not un- 
common. However, the sugar tolerance gradually 
returns to normal. In cases of carcinoma of the head 
of the pancreas glycosuria is seldom observed and 
when it occurs is only temporary. 

In experiments on dogs, hypertrophy and hyper- 
plasia of the islet tissue have been recognized and 
reproduced repeatedly. Ligation or complete sepa- 
ration of the tail of the pancreas produced evidence 
of hypertrophy and hyperplasia of the islet tissue, 
rapid cessation of the external secretion from the 
separated tail, and, in correspondence with the his- 
tological findings, increased carbohydrate utilization. 
The sugar tolerance was increased from three to 
four months after the operation and then, in the 
normal dog, gradually subsided within a year. 

With regard to the question as to whether hyper- 
trophy and increased islet function can be brought 
about in diabetes, the author reports two cases. 

The first case was that of a bey thirteen years of 
age who had suffered from diabetes of increasing 
severity for six years. The condition was finally 
stabilized for two years by a diet containing 120 gm. 
of glucose and 40 units of insulin. At operation, the 
tail of the pancreas was found hypoplastic and was 
divided with the high frequency cautery. Con- 
valescence was stormy, but today, a year and a half 
after the operation, the patient is growing and gain- 
ing weight normally. While his insulin requirement 
is but slightly diminished, he is able to utilize an 
additional 80 gm. of dextrose daily. 

The second case reported was that of a boy of six- 
teen years who had been known to have diabetes for 
two years and whose tolerance was rapidly becoming 
less. The patient was given a pre-operative diet con- 
taining 300 gm. of carbohydrate, 75 gm. of protein, 
100 gm. of fat, and 35 units of insulin three times a 
day. Under local and nitrous oxide anesthesia the 
tail of the pancreas was exposed and a strip of fascia 
lata tied snugly around it. The abdomen was then 
closed without drainage. The patient made an un- 
eventful recovery and left the hospital on the four- 
teenth day. Four months later the insulin require- 
ment fell to 18 units with a glucose value of 120 gm. 
The following month, the high carbohydrate and 
low fat diet was changed to a low carbohydrate and 
high fat diet with a corresponding reduction in the 
insulin. Later, a severe chicken-pox infection ag- 
gravated the sugar tolerance. At present, the glu- 
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cose value is up to 230 gm. and the insulin can be 
reduced to 55 units daily. 

The parallelism between the experiments on ani- 
mals and the observations in the two clinical cases 
reported is striking. The tolerance changes gradually 
at about the fourth month. It does not persist at its 
highest level, but gradually returns to slightly above 
the pre-operative level. The assumption that an 
islet hypertrophy takes place in the diabetic child 
could not be verified histologically. The described 
operation with resulting super-regeneration of the 
islets does not hit at the true cause of diabetes. 
Unless we succeed in protecting the new islets from 
the injurious effects of nervous or hormonal origin, 
they will not function any more efficiently than the 
original cells. Norman G. Parry, M.D. 


Tremonti, P.: A Contribution on the Physiology of 
the Spleen. Is There a Splenic Hormone? 
(Contributo alla fisiologia della milza.  Esiste un 
ormone splenico?). Riforma med., 1930, xlvi, 1383. 

The author reports a series of experiments to 
demonstrate a chemical hormone in the venous 
blood of the spleen and the action of any such 
hormone on the normal animal. Blood from the 

splenic vein injected into the jugular vein of a 

normal animal caused a reduction in the blood 

pressure and an increase in the size of the liver. 

As the injection of acetylcholin has a similar effect, 

the author believes that acetylcholin may be the 

active principle or hormone of the spleen. This 


substance plays a role in the hydraulics of the blood 
stream and acts synergistically with adrenalin. 


A. Louts Rost, M.D. 


Payne, R. L.: The Relation of the Spleen to Jaun- 
dice. J. Am. M. Ass., 1930, xcv, 1064. 

Blankenhorn, M. A.: The Clinical Significance of 
Jaundice. J. Am. M. Ass., 1930, xcv, 1066. 

Ivy, A. C.: Physiological Disturbances Incident to 
Obstructive Jaundice: A Review. J. Am. M. 
Ass., 1930, xcv, 1068. 


PAYNE says that the spleen may destroy red blood 
cells by an intracellular process which is dependent 
on the action of the macrophages, or by an extra- 
cellular action which must be distinctly a lytic 
process. 

In the presence of jaundice associated with en- 
largement of the spleen it is evident that there is 
both an intrahepatic and an extrahepatic formation 
of bile pigments. The extrahepatic source of bile pig- 
ments is in the reticulo-endothelial system, in which 
the spleen probably plays a minor part and the bone 
marrow is the chief depot for bilirubin formation. 
A careful review of the literature shows nothing to 
prove a controlling influence of the spleen on the 
formation of bile pigments in the liver. 

From the facts determined by research which have 
been reported in the literature to date, Payne draws 
the following conclusions: 

1. A certain amount of red blood cell destruction 
takes place in the spleen. 
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2. A certain amount of bilirubin is formed in the 
spleen. 

3. The amount of red blood cell destruction and 
bilirubin formation in the spleen is relatively small 
as compared with the consummation of these func- 
tions elsewhere in the body. 

4. In evaluation of the relation of the spleen to 
jaundice it must be borne in mind that hyperbili- 
rubinmia associated with dysfunction of the spleen 
is dependent, not only on the spleen, but also on the 
entire hematopoietic system. Particularly must it 
be remembered that there is commonly an associated 
hepatitis in which failure of the liver cells to filter 
bile pigments represents an active réle in the pro- 
duction of the jaundice. 

BLANKENHORN discusses chiefly obstructive jaun- 
dice. He states that in the study of cases of jaundice 
one of three procedures is generally followed: 

1. If there is a history of colic, one argues from 
cause to effect and concludes that the stone causing 
the colic obstructs the duct. 

2. Tests for liver disease or tests of liver function 
are done and the finding of liver disease or dis- 
ordered function is regarded as excluding obstruction 
by substituting another cause. 

3. The symptom of jaundice is studied to see 
whether obstruction of the ducts alone could give 
such a distribution of bile pigment. 

The author discusses these three procedures. 

He discusses also the van den Bergh test, upon 
which he does not place much reliance. 

The chief purpose of the article is to emphasize 
the value of the icterus index and examination of 
the duodenal contents and feces in cases of definite 
uncomplicated obstructive jaundice. Blankenhorn 
believes that instead of obtaining help from the 
physician in the problems of jaundice, the surgeon 
should furnish help to the physician. 

Ivy discusses the toxicity of the bile, liver dam- 
age, lack of bile in the intestine, and nephritis in 
obstructive jaundice. He concludes that there is 
not enough evidence to permit a positive statement 
as to the cause of death. He discusses also the con- 
dition of the heart, the clotting of the blood, and the 
blood calcium. 

In summarizing he says that obstructive jaundice 
is associated with the failure of a number of physio- 
logical mechanisms, but it is not known which one 
is primarily concerned in the development of the 
condition. The fundamental nature of the reaction 
involved in the production of the physiological 
disturbances is not completely understood. The 
literature indicates that a carbohydrate diet with 
milk and the administration of cod liver oil and 
calcium is of value in the treatment. 

Cart R. Sternxe, M.D. 
Tramontana, V.: Banti’s Disease (Sul morbo di 
Banti). Rassegna internasz. di clin. lerap., 1930, 
531. 

The author reports in detail three cases of crypto- 
genic splenomegaly accompanied by anxmia and 
leucopenia without involvement of the liver. [le 
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states that a constitutional disturbance may precede 
the splenic enlargement, but it is difficult to de- 
termine the duration of the condition because of 
its insidious course. 

Splenic anemia of the Griesinger-Banti type 
seems to be the same as Banti’s disease, the two con- 
ditions representing only diverse reactions to the 
same cause. A determining factor in Banti’s disease 
may be a disturbance in the correlation between 
the spleen, the glands of internal secretion, and the 
hematopoietic organs. 

The results of X-ray therapy in Banti’s disease 
are not encouraging. In the cases reported by the 
author, splenectomy was followed by improvement. 

A. Louts Rost, M.D. 


MISCELLANEOUS 


Gatewood: Subphrenic Abscess. Am. J. M.Sc., 1930, 
clxxx, 398. 


This article is based on a review of the literature 
and forty-one cases observed in the Presbyterian 
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Hospital, Chicago, during the past ten years. The 
mortality of the condition is 30 per cent. Of the 
cases reviewed, the focus of infection was in the 
stomach or duodenum in fourteen (perforated ulcer 
in twelve; perforated carcinoma in two); in the ap- 
pendix in ten; in the liver or bile passages in seven 
(liver abscess in two; suppurative cholecystitis and 
cholangeitis in five); in the kidney region (peri- 
nephritic abscess) in three; in the pancreas in one; 
in other abdominal viscera in four; in the thorax in 
one; and in a remote site (carbuncle of the neck) 


_in one. 


The author emphasizes the importance of prophy- 
laxis by the prompt elimination of appendiceal and 
other contributory causes, and by adequate drainage 
and the use of the semisitting position in the treat- 
ment of abdominal infections. 

In conclusion he states that the possibility of 
subphrenic abscess should be considered in the case 
of any patient who does not show the expected im- 
provement after an abdominal operation. 

Harry W. Fink, M.D. 
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Schoessler, M.: Histogenesis and Morphogenesis of 
the Uterine Myoma (Zur Histo- und Morpho- 
genese der Uterusmyome). Arch. f. Gynack., 1930, 
cxli, 95. 


The author has attempted to classify myomata in 
groups according to the degree of differentiation of 
the mother cells. For a satisfactory explanation of 
the origin of these tumors the assumption of the ex- 
istence of myoblasts is necessary. Schaper and Cohen 
demonstrated in many tissues the presence of centers 
of germination, some of which are in the form of 
indifferent or non-differentiated zones. In epithelium 
with its appositional form of growth toward the sur- 
face conditions are relatively simple and evident. 
The growth of the uterine muscle is essentially inter- 
stitial, and germinative cells are diffused throughout 
the muscle of the uterus. A large percentage of the 
histiocytes and cells in the adventitia of the small 
vessels may be myoblasts. As they present a non- 
characteristic appearance and do not stain well, they 
cannot be identified individually. Only when thev 
are markedly increased in number, as in pregnancy 
and inflammation, does the diagnosis gain in proba- 
bility. The character of these myoblasts is deter- 
mined by their inherent ability to proliferate. The 
development into more or less differentiated muscle 
fibers does not occur through ripening or maturing 
of the myoblasts, i.e., as a continuous process, but 
progresses interruptedly by evolutional stages in 
which, on division, the mother myoblast retains its 
characteristics whereas the daughter cell shows a 
slight advance toward differentiation. The daughter 
cell acts in the same way as the mother cell and pro- 
duces a granddaughter cell which in turn exhibits a 
a advance toward the differentiated muscle 

er. 

The process of development described necessitates 
the assumption of unequal or non-uniform cell divi- 
sion, which is somewhat opposed to accepted theories 
of histological development. That unequal division, 
by which the two new cells differ from each other, 
may occur is known from the phenomena of embry- 
onic development—differentiation of the germ lay- 
ers, organ anlagen, etc. That the same phenomenon 
may occur also in the mature organ is evident from 
the following facts: 

From the pioneer studies of Schaper and Cohen, 
we know that every organ contains germinative cen- 
ters from which the elements used up in function are 
replaced. Histological demonstration of this fact has 
been obtained, however, in only a few organs. Re- 
generation of the intestinal or uterine mucosa pro- 
ceeds from non-differentiated or indifferent zones 
(crypts, fundi of the glands) which have no organic 
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function and serve only for regeneration. If, after 
menstruation, for example, all of the germinative 
cells became differentiated, as would probably be 
the case in a process of uniform division and con- 
tinuous development, no undifferentiated cells would 
remain for regenerative purposes and regeneration 
could not occur after later menstrual periods. To a 
certain degree the centers of regeneration become 
exhausted physiologically and thus lead to aging of 
the organ. 

It is therefore evident that every organ consists of 
two entirely different elements, the one a germinative 
element with cells having no other function than the 
giving off of cells with the capacity for differentiating 
into the functioning element, and the other a func- 
tioning element with greater or less differentiation 
which conserves the purposes of true function of ‘he 
organ. Whereas in normal tissues these processes «re 
governed by requirements, in tumor growth they 
proceed wildly until the proliferative capacity of the 
myoblasts is exhausted. The duration and extent of 
growth (proliferation) depend entirely on the vitality 
of the mother cell. The farther this cell is removed 
from the differentiated cell (as, for example, in young 
organs), the greater is its growth potence, and the 
closer it approaches in differentiation the mature 
muscle cell (senescence, frequent pregnancies, me- 
tritis), the sooner will the process of proliferation 
reach its end. This explains the frequency of myoma 
in nullipare and women who have borne a few 
children. 

Meyer advanced a similar hypothesis, but sug- 
gested as the origin of myomata the normal cell 
groups of youthful (i.e., approaching the embryonic) 
character. In the author’s opinion, well-matured 
cells may also divide. As mother cells for the devel- 
opment of the myoma, however, only undifferenti- 
ated myoblasts are to be considered. 

In conclusion, the author attempts to describe the 
general character of a tumor exhibiting the phe- 
nomena of strong and rapid growth, benignancy, and 
malignancy. Initially determinative is the prolifera- 
tive potence, which in every myoblast has a definite 
limit and is greater the more nearly the cell ap- 
proaches the beginnings of development, the more 
“embryonic” its character. Upon this characteristic 
depend the ultimate size of the tumor and the rapidi- 
ty with which it ages. An essential characteristic of 
malignant tumors is a strong proliferative power. 
Another characteristic is rapidity of growth, which 
is determined by two factors—the first, the capacity 
for proliferation, with which the rapidity of growth 
increases and decreases, and the second, the change 
which the cell must undergo to become a tumor cell. 
The second factor exhibits marked qualitative dif- 
ferences and to a greater or less extent overcomes the 
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normal limitation of growth. Upon the degree of this 
unreining of the process of proliferation depend the 
rate of growth of the tumor and its benignancy or 

malignancy. The character of a given tumor is there- 
fore the product of the proliferative power stored up 
in its cells. Hans NeumAnN (G). 


Novak, E., and Koff, A. K.: The Ovarian and Pi- 
tuitary Changes Associated with Hydatidi- 
form Mole and Chorionepithelioma. Am. J. 
Obst. & Gynec., 1930, Xx, 481. 


This article is based on a study of two cases of 
hydatiform mole and two of chorionepithelioma, in 
all of which the ovaries were available for study. In 
one of the cases of chorionepithelioma a histological 
study of the pituitary gland was also possible. The 
importance of such observations is especially great 
at the present time because of recent developments 
in our knowledge of the physiological interrelation- 
ship between the ovaries and the anterior lobe of 
the pituitary gland. The remarkable “hyperreactio 
luteinalis”” which probably occurs at some stage in 
every case of hydatiform mole and chorionepithe- 
lioma, but which does not always. assume the form 
of so-called multiple lutein cysts is definitely com- 
parable to the ovarian changes produced by implan- 
tations or injections of the anterior lobe of the pi- 
tuitary gland. Histological studies such as those 
included in this report and biochemical studies re- 
ported by others leave little doubt that the anterior 
lobe of the pituitary gland is the immediate cause of 
the lutein hyperreaction occurring in the ovaries in 
such cases. The authors’ studies indicate that the 
hyperluteinization involves both the granulosa and 
the theca interna. 

Histological study of the anterior lobe of the 
pituitary gland in one of the cases of chorionepithe- 
lioma reported by the authors showed an abnormally 
marked and persistent pregnancy reaction. This 
observation offers a histological explanation for per- 
sistence of the pregnancy reaction long after removal 
of the primary tumor which has recently been re- 
ported by several gynecologists. The abnormally 
persistent pregnancy reaction in the pituitary gland 
is due no doubt to the presence of considerable 
masses of trophoblastic tissue in the metastases. In 
short, the evidence indicates that the interreaction 
is triangular, the trophoblastic increase being re- 
sponsible for the pituitary reaction and the latter in 
turn calling forth the abnormal ovarian response. 

E. L. Cornett, M.D. 


Ehrhardt, K.: Chorionepithelioma and the Asch- 
heim-Zondek Reaction of Pregnancy (Chorion- 
epitheliom und Schwangerschaftsreaktion AZR). 
Zentralbl. f. Gynack., 1930, p. 1538. 


Ehrhardt reports a case of chorionepithelioma 
malignum in which he determined the content of 
hormone of the anterior lobe of the pituitary gland 
in the urine. The patient was a thirty-year-old 
woman who developed symptoms of brain tumor 
one and one-half years after the spontaneous ex- 
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pulsion of a hydatid mole. The gynecological find- 
ings were not entirely clear. Curettage was post- 
poned until a hormonal analysis of the urine could be 
made. The Aschheim-Zondek reaction was positive 
in undiluted urine and in urine diluted up to ninety 
times its volume. From these results Ehrhardt 
reckoned a content of 90,000 mouse units of the 
hormone of the anterior lobe of the pituitary gland 
per liter of urine. 

Curettage disclosed a mucous membrane loosened 
by decidual change without any evidence of chorion- 
epithelioma. The patient died. Autopsy showed 
chorionepithelioma malignum of the right angle of 
the fundus of the uterus with metastases in the 
brain, lungs, kidneys, spleen, and left ovary. During 
the six weeks of observation, the hormone content 
of the urine varied between 80,000 and 100,000 
mouse units per liter. Positive results were obtained 
also in implantation experiments made with the 
tumor tissue. RoEssLer (G). 


Fahlbusch, O.: The Aschheim-Zondek Reactionand 
the Indication for Operation for Chorionepi- 
thelioma (Aschheim-Zondeksche Reaktion und In- 
dikation zur Operation des Chorionepithelioms). 
Zentralbl. f. Gynack., 1930, p. 1542. 


On the basis of a doubtful case of chorionepithe- 
lioma, Fahlbusch calls attention to the great diag- 
nostic value of the Aschheim-Zondek reaction in cases 
of tumors of this type. In the case reported, curet- 
tage following a miscarriage was soon followed by 
recurrence of the bleeding. Four weeks later another 
curettage was done. Histological examination of the 


scrapings then suggested chorionepithelioma. Before 
performing a radical operation, Fahlbusch decided to 


make an Aschheim-Zondek test. This test made on 
urine obtained after the curettage was negative. 
Fahlbusch then decided to delay operation and re- 
peat the tests. Later hormone tests were also nega- 
tive. Up to the present time the patient has re- 
mained clinically well. ROESSLER (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Geller, F. C.: Cell Changes in the Ovary of the 
Sexually Mature White Mouse After Roentgen 
Irradiation (Zellveraenderungen im Eierstock der 
geschlechtsreifen weissen Maus nach Roentgen- 
bestrahlung). Arch. f.Gynack., 1930, cxli, 61. 


In previous articles Geller called attention to the 
fact that in the ovaries of mice exposed to roentgen 
irradiation there were always to be found in the 
periphery numerous small empty follicles with com- 
pletely intact epithelium. Moreover it appeared 
probable that at least some of the lutein cells which 
were frequently found in a follicular arrangement 
in the irradiated ovaries had their origin from these 
small follicles and that the latter in turn were de- 
rived from the proliferating germinal epithelium. 
Geller has attempted to determine the origin of the 
follicles and lutein cells in irradiated mouse ovaries 
by studying the cell changes. 
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In a brief description of the normal histology of 
the mouse ovary, the author states that the primary 
follicles present under the germinal epithelium are 
usually collected at one pole of the ovary. The cells 
of the interfollicular tissue are usually vertical to 
the radially arranged connective tissue of the 
stroma and are similar to, but somewhat smaller 
than, the follicular cells. They are compressed by 
the growing follicle and adhere to the border of the 
follicle like a theca interna. The thecal lutein cells 
of the atretic follicle are never radially arranged as 
in the ovary of the rabbit or the pregnant woman. 

The author’s investigations were carried out on 
forty-five mature white mice which were irradiated 
with varying doses of X-rays and killed from two to 
twenty-four weeks after the irradiation. The ovaries 
were examined microscopically after fixation with 
formation and staining. The author summarizes the 
results of his work as follows: 

After roentgen irradiation of the ovaries of mature 
white mice with from 200 to 300 R all visible ova and 
the larger follicles and then the corpora lutea de- 
generate. During this time there appear under the 
germinal epithelium numerous large cells, some of 
which are surrounded by flat cells. These are per- 
haps primitive ova which have reached a certain 
stage of development. In the external cortex there 
are numerous very small primary follicles most of 
which are empty but some of which contain indis- 
tinct nuclei or cells. The epithelium of these follicles 
is partially degenerated, but for the most part 
intact. In the first months after the irradiation the 
primary follicles become more numerous. They do 
not disappear completely until after many months. 
In the period immediately after the irradiation most 
of the follicles in the cortical layer are probably 
persistent young follicles, but later newly formed 
follicles appear. Most of the primary follicles are 
destroyed in an early stage of development. The 
epithelial cells of the rest are changed into lutein 
cells. At the same time the interfollicular cells are 
also transformed into lutein cells, a fact indicating 
that the interfollicular cells are also of epithelial 
origin. The assumption that the interstitial cells 
originate from the germinal epithelium is contrary 
to the theory of the majority of investigators since 
Winiwarter, who hold that these cells are of con- 
nective tissue origin. Fiescu (G). 


Albanese, A.: A Case of Tuberculous Ovarian Cyst 
(Un caso di cisti ovarica tubercolare). Arch. di 
ostet. € ginec., 1930, XXXVI, 547. 

The author reports the case of a woman twenty- 
four years of age who presented a tumefaction of the 
abdomen which had been present for years and had 
rapidly increased in size during the last four months 
and who complained of an occasional dull pain in the 
lower abdomen, frequency, and burning on urina- 
tion. There was a history of tuberculosis in the 
patient’s family. 

On physical examination the patient was found to 
be poorly nourished. The lungs were apparently 
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normal. The abdominal wall was tense, especially in 
the subumbilical region, giving the impression of 
a six months’ pregnancy. The urine was acid and 
contained a trace of albumin and numerous leuco- 
cytes. Vaginal examination revealed the corpus 
uteri retroverted and retroflexed. Its size was not 
definitely made out, but it seemed small and appar- 
ently pushed into the pouch of Douglas by a large 
cystic mass which extended almost to the umbilicus. 
The mass was spherical, but spread out toward the 
ilias fosse and was fairly fluctuant. It was smooth 
on the anterior side, but irregularly knob-like on the 
side in the Douglas pouch, especially next to the 
dome of the bladder. The patient had a constant 
afternoon fever. 

* A clinical diagnosis of tuberculosis of the genital 
organs with sacculated peritonitis was made. 

Surgical intervention by Spirito revealed a cystic 
mass which seemed to belong to the left ovary and 
the presence of small tuberculous foci in both ova- 
ries. Subtotal hysterectomy and excision of the 
adnexa were done. 

Gross pathological examination revealed follicular 
cysts of the left ovary. One of them was the size of 
an adult’s head and subdivided into two partitions 
filled with pus. The right ovary was slightly larger 
than normal and its surface was irregular with small 
follicular cysts. The uterus was hypoplastic. The 
tubes were normal. The left ovary contained small 
foci of caseous tuberculosis. 

Microscopic examination of the wall of the cyst 
adherent to the bladder revealed inflammatory 
tissue with foci of tuberculous granulation tissue. 
No organisms were demonstrated. 

On the thirteenth day after the operation the 
patient developed intestinal obstruction. Ileostomy 
was done, but death resulted. 

Clinical recognition of the association of a neo- 
plasm and tuberculosis is difficult because the neo- 
plasm often dominates the picture. The pain and 
fever which indicate inflammation may be due to 
torsion of asimple cyst. The bladder symptoms may 
be secondary to pressure. The foci of tuberculosis 
are often so small that they may be missed. At 
times, even exploration may not reveal the true 
nature of the cyst. 

The author believes that in the case reported the 
ovarian cyst was secondarily invaded by the tuber- 
culosis. A. Louts Rost, M.D. 


Sampson, J. A.: Postsalpingectomy Endometriosis 
(Endosalpingiosis). Am. J. Obst. & Gynec., 1930, 
XX, 443. 


The growth of epithelium initiated in hollow vis- 
cera by operative injury is usually confined to the 
repair of the lining of the viscus; it does not invade 
the walls of the organ. The epithelium ceases to 
grow when the wound is healed and, when trans- 
planted into immediate or remote operative wounds, 
does not live. Exceptions to this rule are infrequent, 
often transitory, and usually insignificant. An im- 
portant exception, however, is the behavior of tubal 
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epithelium in the repair of salpingectomy wounds. 

Sprouts of this epithelium often invade the wall of 
the stump and sometimes extend beyond it. More- 
over, they may continue to grow after healing is 
complete. Seedlings having the same structure as 
the sprouts occur in both the immediate and remote 
operative wounds. 

If the intestinal epithelium displayed the same 
activity in the healing of appendicectomy wounds as 
that shown by tubal epithelium in the repair of 
salpingectomy wounds, the appendix would be re- 
moved only for acute inflammatory conditions. Its 
removal for “chronic appendicitis” and as a routine 
procedure in other operations would be discouraged. 

The author studied tubal stumps from 100 pa- 
tients who had been subjected to salpingectomy or 
tubal sterilization. As bilateral salpingectomy or 
tubal sterilization had been done in the cases of 47 
of the patients, 147 stumps were available. Mis- 
placed muellerian mucosa was found in or about 
112 of these stumps as compared with 16 instances 
of misplaced muellerian mucosa in 200 cornua from 
100 uteri with intact tubes which had been removed 
by operation. Even in 50 uteri with intact tubes 
removed for the sequele of salpingitis (a well- 
recognized cause of endosalpingiosis), misplaced 
muellerian mucosa was found in 19 of the 100 uterine 
ends of the tubes. 

By injecting the uterine cavity with pigmented 
gelatin, the origin of the sprouts from the tubal 
mucosa, in both the intact tubes and the stumps, 
could be more easily demonstrated than in the non- 
injected specimens and their course followed as 
readily as that of an injected blood vessel. 

A previous endosalpingiosis was probably present 
in only a relatively small percentage of the tubal 
stumps. In the majority it arose from the over- 
activity of tubal epithelium in the repair of the 
salpingectomy wound. Its incidence was as high 
after tubal sterilization as after salpingectomy for 
salpingitis. The condition for which the tube was 
removed as well as the usual type of salpingectomy 
was apparently of minor importance in the etiology 
of endosalpingiosis as compared with other factors 
which, at present, are not fully understood. 

Postsalpingectomy endosalpingiosis usually arises 
from sprouts growing out from the traumatized 
mucosa of the tubal stump. The sprouts may be 
terminal or lateral. In extending beyond the wall of 
the tube, the sprouts invade the tissue in which the 
stump is buried or any organ or structure which 
may be adherent to it, such as the wall of the intes- 
tine (4 cases), the ovary (4 cases), and the abdominal 
wall (3 cases). 

_ The misplaced tubal mucosa in these lesions at 
times retains its original structure and at other 
times assumes the structure and function of the 
uterine mucosa. It presents the histological picture 
of endometriosis of non-operative origin. 

In the various operative procedures incident to 
salpingectomy, bits of tubal and uterine mucosa may 
be transplanted by the surgeon to both the imme- 
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diate and remote fields. Endosalpingiosis with the 
same histological structure as the sprouts is found 
(as seedlings) in situations where tubal and uterine 
epithelium might have been sown. 

When endosalpingiosis is confined to the tubal 
stump it is of no more clinical significance than 
endosalpingiosis of non-operative origin. When it 
extends beyond the stump, conditions often arise 
which require a second operation. These conditions 
were initiated at the first operation. 

Hysterectomy is followed by fewer complications 
than salpingectomy. A retained uterus often re- 
quires a second operation for conditions other than 
postsalpingectomy endosalpingiosis. 

Conservative surgery does not always conserve 
health. It is important to use better judgment in 
the choice of operation for patients requiring sal- 
pingectomy and tubal sterilization. If hysterectomy 
is contra-indicated, a technique should be employed 
which will lessen the incidence of postsalpingectomy 
endosalpingiosis. E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Schneider, P.: Carcinoma of Bartholin’s Glands 
(Das Carcinom der Bartholinischen Druese). Zen- 
tralbl. f. Gynaek., 1930, p. 1986. 


A woman forty-six years of age noted a swelling in 
the region of the right labium majus exactly cor- 
responding in position to the gland of Bartholin. 
In seven months the tumor grew to the size of an 
apricot. It was firmly fixed. 

Through a curved incision, the tumor was dis- 
sected free, partly by sharp and partly by blunt 
dissection. It extended down to the periosteum. 
Microscopic examination showed it to be a squamous- 
celled carcinoma. The glands of the right inguinal 
region, which were also removed, contained large 
nests of carcinoma cells. 

Three months after the operation, roentgen treat- 
ment was begun. In the course of the next three 
years the patient received nineteen irradiations. 
Four years after the operation, a hard, sharply de- 
fined knot of tissue, the size of a cherry, was found at 
the site of the original operation. 

The author describes the structure of Bartholin’s 
glands, emphasizing particularly the varied charac- 
ter of their epithelia, which explains the different 
forms of cancer occurring in them. He also reviews 
the literature and discusses the clinical symptoms, 
the rate of growth of the carcinoma (which apparent- 
ly does not depend on the patient’s age), and the 
treatment. He states that the tendency toward re- 
currence is very marked. In several cases, however, 
recurrences have been operated upon successfully. 

Hans O. NEuMANN (G). 


Kleegman, S. J.: Trichomonas Vaginalis Vaginitis; 
A Common Cause of Leucorrheea. Surg., Gynec. 
& Obst., 1930, li, 552. 


In a large group of cases of leucorrhova of vaginal 
origin the condition is very resistant to treatment 
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and repeated smear examinations throw no light on 
the cause. In the majority of these cases the leucor- 
rhoea is due to a vaginitis caused by a flagellate—the 
trichomonas vaginalis. 

It is generally agreed that this organism is found 
in the vagina frequently, its incidence ranging from 
6 to 50 per cent. It has never been discovered before 
menstruation, but is often found during pregnancy 
and after the menopause. The mode of infection has 
not been demonstrated. 

The symptoms and signs of vaginitis due to 
trichomonas vaginalis are so characteristic that the 
diagnosis can usually be made on the basis of the 
history. The outstanding sign is an irritating leu- 
corrhcea with a disagreeable odor, frequently ac- 
companied by itching which may be severe enough 
to disturb the patient’s sleep. Dyspareunia is fre- 
quent. Urinary symptoms are uncommon. Exam- 
ination reveals an acute vulvitis with a scant foamy 
discharge between the labia. There may be a der- 
matitis affecting the inner aspects of the thighs. 
The vagina is inflamed, being best described as a 
“strawberry vagina,’ and bleeds when sponged. The 
cervical mucosa is red. Frequently there is a cervical 
erosion of varying size. In some cases an eccentric 
erosion of the portio away from the external os is 
found. The vault of the vagina contains varying 
amounts of a white or yellow discharge with minute 
air bubbles giving it a foamy appearance. 

The clinical diagnosis can be quickly verified by 
placing a drop of the discharge on a slide, adding 
one drop of normal saline solution, and examining 
under the high dry lens. The picture is typical: a 
large number of pus cells, few or no epithelial cells, 
and in every field numerous trichomonads. The or- 
ganism is in constant motion, and when free from 
débris, can move rapidly. When caught under a 
group of cells, it will agitate the entire clump in a 
rapid to-and-fro oscillating motion. When dead, it 
becomes round and cannot be differentiated from 
the pus cells; therefore it cannot be recognized in 
stained smears unless the smears are fixed and 
stained in a special way. The clinical picture may be 
identical with that of gonorrhoea. 

The treatment recommended by the author in- 
cludes the following procedures: 

1. Thorough scrubbing of the vagina with tinc- 
ture of green soap. 

2. Bathing of the vagina with full-strength pyro- 
ligneous acid. In order that every part of the vaginal 
mucosa may be reached the vaginal walls must be 
stretched and the speculum turned around. 

3. Packing of the vagina with three or more small 
lamb’s wool tampons well-coated with Lassar’s 
paste. The tampons are left in place until the patient 
returns for the next treatment. 

It is essential that treatments be continued 
throughout menstrual periods, as blood apparently 
favors the growth of the organisms. During the 
acute stage the patient should be seen three times a 
week and only 2 per cent mercurochrome should be 
applied before the Lassar tampons are inserted. 
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When the mucosa has healed, two treatments a week 
will be sufficient and should be continued until the 
mucosa is so thoroughly dry that it resembles skin, 
which usually takes from six to eight weeks. The 
patient should not be considered cured until she 
has been symptom- and organism-free for four 
months after discontinuance of the treatment. Cau- 
terization of cervical erosions should be delayed 
until after several weeks as most of these erosions 
will heal under the treatment described. If a co- 
existing gonococcal infection is present, the tricho- 
monad infection should be disregarded until the 
gonorrhoea has been cured. 

ALBERT M. VoLiLMER, M.1). 


Lower, W. E.: Vesicovaginal Fistula. 
1930, xcii, 774. 

In the nineteenth century vesicovaginal fistulie 
were so common that Marion Sims founded the 
Woman’s Hospital of New York solely for their 
treatment. 

Vesicovaginal fistula may be caused by direct sur- 
gical injury, interference with the blood supply of 
the parts involved by the pressure of the head of the 
fetus during pregnancy or by suture injury during 
delivery, a pessary, syphilis, or cancer. 

The diagnosis is usually easy. In doubtful cases 
the injection of dye into the bladder is of great aid. 

No one method of treatment is always reliable. 
The author prefers to operate by the vaginal route. 
He performs the operation under spinal anesthesia 
to obtain satisfactory relaxation. Asa rule operation 
should be performed early, before much scar tissue 
has formed. However, when the fistula is small, it is 
safe to delay operation to determine whether it will 
heal under treatment with an inlying catheter. 

The author describes with illustrations the tech- 
nique he has found most satisfactory. Good results 
were obtained in go per cent of the cases. When the 
opening is too large or the tissues are too fixed for a 
plastic operation, ureteral transplantation should he 
done. T. Fioyp BELL, M.D. 


Ann. Sury., 
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Cetroni, M. B.: Menstrual Disturbances of Ovarian 
Origin (Sulle turbe mestruali di origine ovarici). 
Riv. ital. di ginec., 1930, Xi, 225. 

The author calls attention to a syndrome [re- 
quently seen not only just before the menopause 
but also during active sexual life, which is 
characterized by disturbances in the rhythm of 
menstruation, menorrhagia, metrorrhagia, or 0li- 
gomenorrhoea, continuous, premenstrual, or inter- 
menstrual pain, and sometimes pain on sexual 
intercourse or palpation of the ovary. As a rule the 
pain is in the lower quadrant of the abdomen and 
radiates to the lumbar regions. 

Women presenting this syndrome generally have 
ovarian lesions. The ovaries show many follicular 
cysts with more or less marked degeneration of the 
follicles themselves and marked vascularization aiid 
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congestion. Recent corpora lutea are almost never 
present. The ovaries are often prolapsed. The 
uterus also is prolapsed and frequently is retro- 
verted. The tonus of the uterine muscle is deficient. 
Pelvic varicocele is often found. In sterile women 
the symptoms generally begin at puberty, and in 
women with children, after a delivery or abortion. 

The women are generally tall, slender, and the 
hyperthyroid-hyposuprarenal type. As a rule they 
have a distinctly schizothymic temperament. The 
muscles are defective or asthenic, and the ligaments 
incompletely developed. The rhythm of maturation 
of the follicles is greatly hastened. This is due, not 
to congestion of the ovaries, but to a disturbance 
of the equilibrium of the endocrine glands, chiefly 
hyperthyroid and hyposuprarenal function. 

The treatment is partial resection of the ovary. 
This is conservative treatment for it not only regu- 
larizes menstruation and stops the pain, but is 
often followed by pregnancy. It should be supple- 
mented by opotherapy with suprarenal cortex and 
antithyroid treatment or roentgen irradiation. Many 
of the good effects of irradiation of the glands in 
the treatment of menorrhagia and metrorrhagia 
are explained by this theory of the cause of the 
disorders. 

Menstrual disturbances of another type are caused 
by the sclerocystic ovary. The transformation of 
the follicles into cysts is the result of inflammation. 
The treatment is removal of the diseased part of 
the ovary with supplementary operation on the 
tubes. This is not effective unless the inflammation 
is cured. Aubrey G. Morean, M.D. 


Keene, F. E., and Kimbrough, R. A.: Endometri- 
osis: A Review Based on the Study of 118 Cases. 
J. Am. M. Ass., 1930, xcv, 1164. 


Because of the wide variation in the pathological 
manifestations, a discussion of the symptoms of 
endometriosis necessitates classification of the cases 
into three main groups: (1) those of intraperitoneal 
endometriosis, which is the most common manifesta- 
tion, and includes lesions of the ovaries, tubes, 
uterus, pelvic peritoneum, and intestines; (2) those 
of adenomata of the rectovaginal septum; and (3) 
those with transplants or fistule in the umbilicus or 
a laparotomy scar. 

In intraperitoneal endometriosis the subjective 
symptoms show wide variations in degree as well as 
in kind. They are dependent on several factors, chief 
among which are the extent of the lesion and the 
nature of the complicating pathological changes. 
Exaggeration of pain or its occurrence only at the 
time of or shortly before menstruation is character- 
istic, but this sequence of events may be absent. 
The clinical picture as a whole rather than isolated 
symptoms must be considered in the diagnosis. The 
syndrome may be summarized as follows: (1) age 
between twenty-five years and the menopause; (2) 
sterility, absolute or relative; (3) abnormal menstru- 
ation, usually menorrhagia; (4) dysmenorrhoea of 
the acquired type; (5) dyspareunia; (6) sacral back- 
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ache; (7) intermenstrual pain in the lower part of the 
abdomen with increased discomfort at the time of 
menstruation; and (8) pain in the region of the blad- 
der which bears a distinct relationship to menstru- 
ation. 

Objective observations likewise vary with the 
extent and nature of the lesion, but in the presence 
of ovarian endometriomata and well-developed peri- 
toneal implants they are fairly uniform and charac- 
teristic. On one or both sides of, and blending into, 
the partially fixed uterus there is a tender, densely 
adherent, semisolid, or firm adnexal mass. Com- 
monly the uterus is in adherent retroflexion and con- 
tains one myoma or more. Typical of the lesion are 
nodulations in the cul-de-sac which are most readily 
detected by rectal palpation. The rectal mucosa 
overlying the nodulations is of normal appearance 
and never adherent to the nodules. Peritoneal im- 
plants in the cul-de-sac without associated gross 
ovarian lesions are manifested by an indefinite thick- 
ening or nodulation combined with the uterine symp- 
toms mentioned. 

In rectovaginal endometriosis there may be no 
symptoms when the growth is small and isolated, but 
pain coincident with menstruation and relieved dur- 
ing the intermenstrual period occurs with an increase 
in the size and depth of the invasion. 

Endometriosis of the umbilicus and laparotomy 
scars is characterized by pain and swelling of the 
growths during the menstrual periods. Occasionally, 
a periodic discharge of blood occurs from the nodules 
at the time of menstruation. The implantation 
adenomata are usually attached to the fascia. There- 
fore during the earlier stages of their development 
they are deeply placed and are recognized as tender, 
somewhat fixed masses along the laparotomy scar 
which, on palpation, suggest an incarcerated omental 
hernia. The more superficial growths and those 
primarily of umbilical origin may present a bluish 
discoloration and suggest chronic inflammatory 
thickening. 

The treatment of endometriosis is based on the 
fact that ovarian function is essential to the activity 
and proliferation of the lesions. However, as most 
of the subjects are young women, it is usually best 
to be conservative when the invasion is not too ex- 
tensive. Of 14 married women in whom the child- 
bearing function was preserved and who were 
operated upon a year or more ago, normal preg- 
nancy occurred in 28 per cent. Of all women with 
ovarian lesions in whom some ovarian function was 
conserved at operation, 95.8 per cent were entirely 
relieved of their symptoms and the remaining 4.2 
per cent were greatly benefited. 

Surgery is the procedure of choice in the treatment 
of symptomatic intraperitoneal lesions. Irradiation 
with radium or the X-rays should be resorted to only 
rarely as a menopausal dose is required if regression 
is to follow. Rectovaginal adenomata causing severe 
rectal pain, bleeding, backache, or partial occlusion 
of the intestine can be successfully treated with 
radium or the X-rays provided no demonstrable 
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ovarian lesions are present. The simple superficial 
implants are easily destroyed by cauterization. The 
small peritoneal implants are symptomless and in- 
crease in size slowly; hence they require no treat- 
ment. Rosert M. Grier, M.D. 


Petit-Dutaillis, P.: The Repair, After Healing, of 
a Complete Tear of the Perineum Extending to 
the Middle Third of the Rectovaginal Septum 
(Réparation, aprés cicatrisation, d’une déchirure com- 
pléte du périnée prolongée jusgue sur le tiers moyen 
de la cloison recto-vaginale). Gynécologie, 1930, xxix, 
455- 

As a knowledge of the embryology and anatomy 
of the structures involved in a complete perineal 
laceration is essential for the satisfactory repair of 
such laceration, the author describes in detail the 
development of the perineum from the cloaca and 
its sphincter. This description and that of the surgi- 
cal technique he employs for repair are supplemented 
by illustrations. 

Exact anatomical reconstruction is necessary for 
proper function. The author begins his repair by 
restoring the vaginal and anal canals after separating 
their mucous membranes from the scar. When these 
canals have been sutured, he begins the reconstruc- 
tion of the perineum, approximating first the severed 
ends of the anal sphincter and working upward until 
the vulvovaginal sphincter has been restored. His 
technique does not differ greatly from the standard 
methods. Harorp C. Mack, M.D. 


Dannreuther, W. T.: The Control of Morbidity and 
Mortality Following Pelvic Surgery; A Review 
of 1,000 Consecutive Personal Cases. Surg., 
Gynec. & Obst., 1930, li, 522. 


The author reviews 1,000 surgically treated cases 
to determine the adequacy of the pre-operative 
study and preparation, whether or not the morbidity 
was as low as it should have been, and whether or 
not any of the fatalities could have been avoided. 

His pre-operative study includes careful taking of 
the history, physical examination, appropriate labor- 
atory tests, and efforts to determine possible remote 
causes of pelvic symptoms. No laboratory examina- 
tions are done as a routine. 

Catheterized urine is examined macroscopically 
and microscopically. Indicanuria, bacteriuria, and 
obstinate constipation are regarded as indications 
for thorough pre-operative cleansing of the intes- 
tines. The colon is unloaded by means of milk of 
magnesia, mineral oil, and enemata, but cathartics 
are avoided. All patients are encouraged to drink 
water freely. 

In the cases of patients to be subjected to an elec- 
tive operation a cystoscopic examination is made, 
and in the cases of those with pain in the hypo- 
chondriac or lumbar regions an indigo-carmine test 
of renal function is done. 

When leucorrhoea is present, smears are taken 
from the urethra, vagina, and cervix. If pyogenic 
organisms are found, operation is postponed. 
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Biopsy specimens are taken by surgical diathermy 
from every eroded, ulcerated, or indurated cervix. 

In cases with pyrexia or other signs of inflamma- 
tion, a complete blood count and sedimentation time 
test are made. Patients with hemoglobin less than 
65 per cent or a red cell count below 3,500,000 are 
given a transfusion. 

When the gums are red and spongy or pyorrhca 
is present, operation is postponed. 

In cases of coryza, cough, or hoarseness, operation 
is performed only as an emergency procedure and 
then only under spinal anesthesia. 

When there is evidence of cardiac functional dis- 
turbance, an electrocardiogram is made. Patients 
with marked lengthening of conduction time are put 
to bed and given digitalis before operation. 

Pronounced arterial hypertension, renal lesions, 
and metabolic disturbances are regarded as indica- 
tions for pre-operative treatment, spinal anesthesia, 
and prompt postoperative chemotherapy with glu- 
cose, alkalies, or chlorides. 

After the operation the wound is left undisturbed 
for eight days. If a small gutta percha drain has been 
placed beneath the fat, it is removed on the fifth day. 
Vaginal plastic wounds are kept dry and dusted with 
aristol for seven days. The bladder is catheterized 
every six hours for three days irrespective of the 
inclination to void. In the cases of catheterized 
patients, the use of hexamethylenamine and acid 
sodium phosphate is begun promptly. 

Gauze strips and cigarette drains placed to protect 
raw surfaces or provide for slight oozing are removed 
in forty-eight hours. Those inserted because of su))- 
puration are shortened gradually. 

After curettage of the uterus, the uterine cavity is 
packed with iodoform gauze and the patient is given 
0.5 c.cm. of pituitrin intravenously to promote 
rapid uterine involution and prevent uterine retro- 
displacement. 

In cases treated with radium the vagina is packed 
with iodoform gauze to dislocate the bladder and 
rectum and the bladder is drained with a Pezzer 
catheter while the radium is im situ. After removal 
of the radium the patient is given an enema and 
douche. 

In cases of vesicovaginal and urethrovaginal fis- 
tula an indwelling catheter is left in place for from 
ten to fourteen days. The catheter is flushed daily 
with a 2 per cent boric acid solution and a urinary 
antiseptic is given until it is removed. Rectovaginal 
fistula are protected by restricting the diet to fluids 
and causing constipation for eight days. 

In cases with persistent vomiting, autolavage, 
gastric lavage, and duodenal tube are used early. 

A rectal tube is inserted on the second day after 
operation, but enemata are withheld until the third 
day. Enemata and colonic irrigations are used 
freely, but cathartics are avoided while the patient 
is confined to bed. 

All patients are encouraged to move their arms 
and legs and to change their position at frequent 
intervals early to prevent embolism. 
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Patients subjected to anesthesia for more than an 
hour or showing signs of impending shock are given 
1,000 c.cm. of a § per cent glucose solution by hypo- 
dermoclysis or intravenous injection. 

Complications developed during convalescence in 
70 of the cases reviewed, the morbidity being there- 
fore 7.9 per cent. In some cases they were multiple. 
The nature of the complications was as follows: 


Gastro-intestinal 
Pulmonary 

Infection of wound 
Urinary 

Cardiovascular 

Systemic 

Postoperative hemorrhage 


The gastro-intestinal complications were fecal fis- 
tula in 6 cases, acute peritonitis in 5, acute obstruc- 
tion of the intestines in 3, pseudo-ileus in 2, and 
paralytic ileus, duodenal fistula, acute dilatation of 
the stomach, and acute parotitis in 1 case each. 

The pulmonary complications were pneumonia in 
12 cases, acute pulmonary cedema in 2 cases, and 
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pleurisy, empyema, and pulmonary infarction in 1 
case each. 

Infection occurred in 13 abdominal and 3 perineal 
wounds. 

The urinary complications were acute pyelitis in 8 
cases, cystitis in 3 cases, and suprapubic urinary 
fistula in 1 case. 

There were 4 cases of thrombophlebitis, 3 cases of 
embolism, 2 cases of tachycardia, 1 case of acute 
cardiac dilatation, and 1 case of auricular fibrillation. 

The systemic complications consisted of shock and 
acidosis in 2 cases each, and thyrotoxicosis, uremia, 
and alkalosis in 1 case each. 

The hemorrhages included a massive intraperi- 
toneal hemorrhage in a case of cancer, a hemorrhage 
following a Sturmdorff tracheloplasty, and a hemor- 
rhage following a vaginal myomectomy. 

There were 19 deaths, a mortality of 1.9 per cent. 
The cause of death was embolism and pneumonia in 
3 cases each, peritonitis, ileus, and acidosis in 2 cases 
each, and shock, uremia, exhaustion, thyrotoxicosis, 
hemorrhage, intestinal obstruction, and cedema 
of the lung in 1 case each. 

ALBERT M. VoLiMer, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Zondek, B.: The Technique of Testing for Preg- 
nancy by Demonstrating the Hormone of the 
Anterior Lobe of the Hypophysis in the Urine. 
I. Acceleration of the Reaction by Sedimenta- 
tion of the Hormone. II. Detoxication of the 
Urine. Improvement of the Test for Pregnancy 
(Zur Methodik der Schwangerschaftsreaktion aus 
dem Harn durch Nachweis des Hypophysenvorder- 
lappenhormons. I. Faellungsschnellreaktion. II. 
Entgiftung des Harns. Verbesserung der Schwanger- 
schaftsreaktion). Klin. Wchnschr., 1930, i, 964. 


The test for pregnancy developed by Zondek and 
Aschheim has no relation to the growth-stimulating 
effect exerted on the uterus by the serum of pregnant 
women which was demonstrated by Binz, as the 
latter may be produced also by other forms of stimu- 
lation. The Zondek and Aschheim test is based on 
the presence in the urine of the hormone of the ante- 
rior lobe of the hypophysis, not the ovarian hormone, 
and on processes taking place in the ovaries, not in 
the uterus. Its disadvantages are that it requires 
more time and, as 6 or 7 per cent of urines are toxic, 
it can be applied in only about 93 per cent of cases. 
The time may be shortened by injecting larger 
quantities of urine, but only positive results are of 
value. Zondek therefore tried to obtain larger 


amounts of the hormone causing a quicker reaction 


by centrifugalizing the hormone from the urine. 

Sixty-six cubic centimeters of early morning urine 
were weakly acidified with acetic acid, filtered, mixed 
with 240 c.cm. of alcohol, shaken for five minutes, 
and then allowed to stand for half an hour. At the 
end of that time the sediment which contained the 
hormone was separated by centrifugalization and 
shaken up for five minutes with from 30 to 50 c.cm. 
of ether. The ether was then decanted and the resi- 
due taken up in 11 c.cm. of water. The resulting 
solution contained the hormone. At the end of an 
hour there was obtained a pale yellow, slightly opal- 
escent solution which contained the hormone con- 
tent of 6 times its volume of urine. This may be used 
even if it becomes cloudy. 

With this solution the test animals were injected 4 
times on the first day and twice on the second day 
(0.4 c.cm. being used at each injection). After fifty- 
seven hours they were killed and the ovaries exam- 
ined for ecchymoses, the presence of which denotes a 
positive reaction. Corpora lutea are seldom present 
so early. As the reaction may be negative and only a 
positive reaction is of value, the old method was 
usually employed simultaneously although it re- 
quires one hundred hours for its completion. 

The quicker test should be used only when haste 
is necessary, as in cases in which the advisability of 
operation for tubal pregnancy must be determined. 


In the use of the older test the urine may be detoxi- 
fied by passing it through a Berkefeld filter. How- 
ever, a simpler and therefore better method consists 
in shaking it up with ether which takes up all of the 
toxic substances, including folliculin, and leaves the 
hypophyseal hormone. A rigid technique should be 
used. In the technique employed by the author, 
from 30 to 40 c.cm. of early morning urine are 
weakly acidified with acetic acid, filtered, and shaken 
up for three minutes with 120 c.cm. of ether. The 
urine which is separated from the supernatant ether 
with a funnel is then allowed to stand for one hour 
or is placed on a water bath at a temperature no 
higher than 45 degrees C. until all traces of ether 
have evaporated. The resulting detoxified urine is 
injected into the test animals in the usual 6 injections 
of from 0.3 to 0.4 c.cm. In this manner it is possible 
to avoid the loss of test animals which, in 1,080 tests 
for pregnancy reported by Ehrhardt and Zondek, 
amounted to all 5 animals in 29 instances and 4 of 
the 5 animals in 35 instances. As the marked inidi- 
vidual variations make it necessary to use at least 5 
animals for each test, the death of only 2 or 3 of the 
animals is sufficient to render the test negative, 
whereas if all of the 5 animals had survived the test, 
it might have been positive since even 1 ecchymosis 
in 1 ovary of a single animal is sufficient for a posi- 
tive result. By detoxication of the urine the test is 
rendered applicable to every case. FLescu (G). 


Mack, H. C.: The Aschheim-Zondek Reaction for 
Pregnancy; Results in 100 Cases. Surg., Gynec. 
Obst., 1930, li, 476. 


The author reports the results of the Aschheim- 
Zondek test for pregnancy in the cases of 53 women 
with normal intra-uterine pregnancy, 35  non- 
pregnant subjects, and 12 women with abnormal 
pregnancy. The test was positive in all of the cases 
of normal intra-uterine pregnancy, negative in all 
of the cases of non-pregnant subjects except a 
woman with functional amenorrhcea, and positive 
in all of the cases of abnormal pregnancy except a 
case of incomplete abortion. 

The earliest diagnosis of pregnancy was made 
from a specimen of urine obtained three days after 
the expected date of menstruation. Four specimens 
were positive on the seventh day. 

The false reaction obtained in the case of func- 
tional amenorrhcea is attributed to a technical error 
as only 1 of the 5 mice showed a positive reaction 
and the reactions of the others were definitely 
negative. The negative reaction obtained in the 
case of incomplete abortion cannot be considered a 
false reaction since at the time the urine was ob- 
tained nothing remained in the uterus save a few 
fragments of necrotic placental tissue. Positive 
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reactions in cases of malignant chorionepithelioma 
represented specimens obtained at different times 
from 2 cases following hydatid mole. 

Mack draws the following conclusions: 

1. The Aschheim-Zondek test is a very reliable 
laboratory method for the early diagnosis of unin- 
terrupted intra-uterine and extra-uterine pregnancy, 
hydatiform mole, and malignant chorionepithe- 
lioma. 

2. Its simplicity permits it to be carried out 
without elaborate equipment. 

3. It has been proved a valuable adjunct to 
ordinary clinical methods in cases in which the 
diagnosis of pregnancy is difficult. 

RoLanpb C. Cron, M.D. 


Urdan, B. E.: Ectopic Pregnancy. Am. J. Obst. & 
Gynec., 1930, XX, 355. 


Ectopic pregnancy occurs most frequently before 
the age of thirty-five, but may occur at any stage of 
sex life. Pelvic infection is an important causative 
factor. Previous sterility does not seem to be of 
importance in the etiology as only to per cent of the 
cases fall into the group classed as cases of primary 
sterility. 

The two most common symptoms are pain and 
bleeding. When these are associated with shoulder 
pain and fainting, the diagnosis is almost absolute. 
Amenorrhoea lasting for from five to six weeks fol- 
lowed by bleeding and pain is most common, but in 
a considerable number of cases prolonged bleeding 
occurs at the onset of the period and in many cases 
bleeding begins from one to three weeks after a 
normal period. The amount of bleeding is less 


than in threatened abortion; the blood is darker and 
generally does not clot. External hemorrhage may 
be a manifestation of the death of the ovum and 
occurs when the uterus is beginning to cast off the 
decidua. Curettings showing only decidua may be 
pathognomonic of extra-uterine gestation. 

The temperature is rarely elevated above tor 


degrees F. The pulse rate is increased propor- 
tionately, the average being from 90 to 110. The 
leucocyte count is of little aid in the diagnosis. 

Except in cases with severe hemorrhage the 
diagnosis is difficult. In the cases reviewed by the 
author a correct diagnosis was made in only 58 per 
cent. Any change in the rhythm of the menstrual 
flow with bleeding and abdominal pain should sug- 
gest extra-uterine gestation. A sedimentation time 
of thirty minutes or over is more apt to indicate 
extra-uterine pregnancy than inflammatory adnexal 
disease. In the differentiation of adnexal disease 
from extra-uterine pregnancy the Aschheim-Zondek 
test should prove of value. For the differentiation 
of pelvic abscess from hematocele, posterior col- 
potomy should be employed. 

After the diagnosis has been made, operation 
should be performed immediately except in cases in 
which the haemorrhage has not been profuse and the 
general physical condition may be improved by 
pre-operative treatment. Blood transfusion should 
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be done if necessary. In borderline cases trans- 
fusion is indicated to shorten the convalescence. 

In the series of cases reviewed, the incidence of 
tubal rupture was 40.50 per cent and that of tubal 
abortion 48.31 per cent. There were fourteen 
deaths, a mortality of 2.95 per cent. Five deaths 
were due to the anemia and shock from severe 
hemorrhages; two, to secondary hemorrhage; one, 
to eventration; two, to intestinal obstruction; and 
four, to pulmonary complications. Three of the 
deaths due to primary hemorrhage and one of those 
due to secondary hemorrhage occurred before the 
period when blood transfusion was employed in the 
treatment. FE. L. Cornett, M.D. 


Santos, M.: Transporting Patients with the Cata- 
clysmic Heemorrhages of Ectopic Pregnancy 
(Da la question du transport dans les hémorragies 
cataclysmiques de la grossesse ectopique). Bull. Soc. 
d’obst. et de gynéc. de Par., 1930, Xiv, 472. 

In cases of haemorrhage due to the rupture of a 
tubal pregnancy transportation of the patient may 
be fatal. Therefore in every case of suspected ectopic 
pregnancy or recent hematocele, hospitalization 
should be recommended. Of the author’s roo cases 
of ectopic pregnancy, 20 were seen during hemor- 
rhage or shortly after a hemorrhage. In the cases 
of 8 patients it was necessary to operate in the midst 
of a cataclysmic hemorrhage. Three of these pa- 
tients were in a private clinic at the time the bleeding 
began and were operated upon immediately. 

If the patient is some distance from the hospital 
and if the roads are not good she should not be 
moved; preparations should be made for operation 
at her home. When the general condition is sta- 
tionary after an hour of the attack the patient 
should on no account be moved as her condition will 
be made worse by transportation. Palpation must 
be avoided as much as possible. Even if it is done 
very carefully, the patient must be closely watched. 

Asa rule, operation should be limited to salpingec- 
tomy. Complete anesthesia is necessary. The au- 
thor advocates the use of ether for the majority of 
cases and of nitrous oxide mixed with ether for those 
in which the respiratory tract is in poor condition. 
He avoids hetero-transfusion when possible. He has 
never used Thies’ re-infusion, but considers it ra- 
tional when the hemorrhage is very recent and there 
are no clots. Pace. 


Uzac: Transportation by Health-Service Aeroplane 
of Patients with the Cataclysmic Hzmor- 
rhages of Ectopic Pregnancy (Iu transport dans 
les hémorragies cataclysmiques dle la grossesse ecto- 
pique per avion sanitaire). Bull. Soc. d’obst. et de 
gynéc. de Par., 1930, xiv, 472. 

The author reviews the literature on the use of 
aeroplanes in the transportation of patients in need 
of surgical treatment. Richet, Jr., Garsaux, and 
Behaque have reported experiments with depression 
in the pneumatic bell, which is perhaps not complete- 
ly analogous to the conditions of flying. They noted, 
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even in slight depression, an intense dilatation of the 
vessels of the abdomen which might favor hemor- 
rhage. On the other hand they found that animals 
which had been bled abundantly supported de- 
pression well. They concluded that altitude should 
not prevent the use of aeroplanes for the transpor- 
tation of persons who have lost large quantities of 
blood, but emphasized that the injured vessels 
should be watched for secondary hemorrhage. 

In a case of hemorrhage from the rupture of an 
ectopic pregnancy Picque transported the patient 
in a warm, comfortable closed aeroplane to a well- 
equipped hospital 80 kilometers distant. He recom- 
mends that all new hospitals be provided with a 
landing field on the roof or the lawn. Pace. 


Peham, H.: The Heart and Pregnancy (Herz und 
Schwangerschaft). Wien. med. Wchnschr., 1930, i, 
683. 


In the systematic examination of pregnant women, 
Peham found a cardiac defect in 2.02 per cent. The 
mortality in the cases of cardiac defects was 6.3 per 
cent. None of the women who died had mitral insuf- 
ficiency. In 105 cases of mitral stenosis there were 8 
deaths, and in 27 cases of combined lesions there 
were 9 deaths. These include the deaths of women 
who were followed up after their discharge from the 
clinic. Of 38 women with severe decompensation, 
pregnancy was artificially interrupted in 21, with 17 
deaths. Four women died of decompensation during 
the first half of pregnancy. Of these, 2 died shortly 
after spontaneous abortion and 2 died three and 
eight weeks respectively after artificial interruption 
of the pregnancy. In the second half of pregnancy, 2 
women died undelivered and 3 died during labor or 
immediately after delivery. Eight women developed 
decompensation during the second half of pregnancy 
and died during the first three weeks after delivery. 
In the cases of 2 of these, labor was induced early. 

Mitral stenosis therefore occupies a special posi- 
tion, but the indications for interruption of preg- 
nancy on account of its presence cannot be 
generalized. The history of the case, the time of the 
preceding attacks of rheumatism, the occurrence of 
previous attacks of decompensation, the patient’s 
age and general. condition, and the development of 
the musculature must be taken into consideration. 
Also to be considered are complications, especially 
nephritis. The ‘earlier the period of pregnancy in 
which cardiac disturbances begin, the worse the 
prognosis. Tests of cardiac function and roentgen 
examinations should be made. However, these are 
merely aids as none is decisive. In the presence of 
endocarditis, the pregnancy should be terminated. 
The diagnosis presents difficulties. It is aided by 
such symptoms as a subfebrile temperature, a greatly 
accelerated pulse, leucocytosis, and marked shorten- 
ing of the sedimentation time of the blood. Never- 
theless it is usually purely conjectural. 

With the development of the symptoms of cardiac 
insufliciency, treatment with digitalis, rest, and die- 
tetic management should be given. Interruption of 
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the pregnancy should be considered only when, 
under such treatment, the general condition does not 
improve or becomes worse. During the first three 
months the pregnancy should be terminated in two 
stages, but after the first three months metreurysis 
is the method of choice. When severe decompensa- 
tion is present at term or during labor, cesarean 
section should be performed under local anesthesia, 
If sterilization is indicated, supravaginal amputation 
should be done as by this procedure the dreaded 
puerperium with its increased danger of infection is 
avoided. O. O. FELLNER (G). 


LABOR AND ITS COMPLICATIONS 


Sadler, E. S., Dilling, W. J., and Gemmell, A. A.: 
Further Investigations into the Death of the 
Child Following the Induction of Labor by 
Means of Quinine. J. Obst. & Gynec. Brit. i-np., 
1930, XXXvii, 529. 


The authors state that when 3 doses of 10 gr. of 
quinine are given at hourly intervals the peak of 
excretion of the drug in:the urine and therefore 
probably its maximal concentration in the blood of 
the mother is usually reached between the sixth and 
twelfth hour after the first dose. There is evidence 
that wider spacing of the doses is not advantageous. 

In the placenta, quinine is excreted in a dilution 
of 1:66,000, and in the liquor amnii, in a dilution 
of 1:10,000. In the fetal tissues it has been found 
in strengths capable of toxic effects (1: 50,000 to 
I:100,000) and after intervals which suggest that 
the maternal resorption from the fetus is slow and 
that excretion in the fetal urine (1:6,000) is limited. 

Cumulation of quinine in the fetal tissues may 
occur. The presence of meconium in the liquor 
amnii is more frequent after the administration of 
quinine, but there is no evidence that quinine is a 
stimulant to the intestinal muscle of the fetus. 
Histological facts suggest that intra-uterine asphyxia 
is responsible. 

The induction of labor with quinine does not pre- 
dispose to jaundice or defective growth of the infant. 

In experiments with isolated mammalian uteri it 
was found that quinine is less reliable as a stimulant 
in non-pregnant uteri than in pregnant uteri, and 
that even in the latter its action is not constant. 
Bourne and Burn showed that its stimulating etiect 
during human labor is very slight, and according to 
the authors’ clinical observations the time elapsing 
between the administration of the quinine and the 
onset of labor varies greatly. 

The authors are of the opinion that quinine is of 
no value to induce labor except at term or aiter 
term, but that when labor has begun it accelerates 
and strengthens the uterine contractions without 
causing contraction of the cervix. Although there is 
experimental evidence to prove that quinine may 
cause intra-uterine death of the child, statistics 
show that this risk is no greater than that of still- 
birth from undiscovered causes in otherwise normal 
labors. Postmortem examinations on many of the 
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infants who were born dead following the induction 
of labor with quinine disclosed intracranial injuries. 
This suggests that there was a mechanical difficulty 
in delivery, and emphasizes the importance of care 
in the selection of cases for the induction of labor. 
ABRAHAM A, BRAUER, M.D. 


Kontsek, B.: The Frequency of Forceps Operations 
and the Fetal Mortality (Die Haeufigkeit der 
Zangenoperationen und die Fetus-Mortalitaet). 
Gyégydszat, 1930, i, 425. 

As the results of the use of forceps are better the 
less urgent the indications, Mayer states they can 
be judged only by comparing the total child mortal- 
ity with the total number of forceps deliveries. 

Of 7,925 births reviewed by the author, the forceps 
were used in 221 (2.79 per cent). The infant mor- 
tality in all cases was 4.33 per cent whereas in the 
cases in which delivery was effected with the forceps 
the infant mortality was 10.4 per cent and the ma- 
ternal mortality 0.40 per cent. 

In 14 cases in which the Kjelland forceps were ap- 
plied at the inlet, 8 children and 1 mother died within 
a week after delivery. In 126 cases of medium high 
forceps application there were 11 dead infants, and 
3 mothers died respectively of eclampsia, heart fail- 
ure, and tuberculosis. Low application of the forceps 
was carried out in 70 cases with an infant mortality 
of 5.81 per cent and the death of 1 mother from heart 
failure. 

As a rule the use of pituitrin and episiotomy were 
substituted for low application of the forceps. In- 
juries to the child occurred chiefly in cases of high 
application of the forceps and were manifested by 
intracranial hemorrhage. The highest infant mor- 
tality (17.98 per cent) occurred in the cases in which 
the forceps were used on account of maternal 
indications. E. GoLpBERGER (G). 


Danforth, W. C., and Grier, R. M.: An Analysis of 
124 Cases of Low Cervical Cesarean Sections. 
Am. J. Obst. & Gynec., 1930, XX, 405. 


Of 6,175 women delivered in the period from 1922 
to 1929 inclusive, 124 were subjected to the low 
cxsarean section. The operation was performed 
under ethylene anesthesia although in the last two 
years all operations performed on account of pre- 
eclamptic toxemia have been done under local 
anesthesia. 

Fourteen patients were operated upon because of 
a previous abdominal delivery. In the cases in 
which the authors have done a second low cervical 
section they have experienced little more difficulty 
in separating the bladder than at the primary 
operation; in some cases no difference was noted. 
As a rule, postoperative adhesions appeared to be 
fewer than after the classical section. 

In 43 of the cases reviewed the cesarean section 
was preceded by a test of labor. The average dura- 
tion of labor preceding the operation was twenty- 
four hours. In 24 cases in which the membranes 
were ruptured, the average length of time was 
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eleven and three-tenths hours. There was 1 death, 
a mortality of 0.8 per cent. This occurred about two 
hours after the operation, following shock. 

The authors conclude that the results in the past 
eight years show the newer technique to have de- 
cided advantages. In the cases in which it was used 
the mortality rate averaged 2.3 per cent and wound 
infection occurred only twice. The indications were: 
pelvic deformity, 66 cases; a previous cesarean sec- 
tion, 14 cases; pre-eclamptic toxemia, 17 cases; the 
repair of a third-degree laceration, 3 cases; and 
miscellaneous conditions, 24 cases. 

The chief single advantage of the low cervical 
technique is that it permits the safe use of a test of 
labor. As from 75 to 80 per cent of women with a 
relatively contracted pelvis will deliver their babies 
without abdominal section, it is of great value to 
possess a procedure which will permit a test and still 
allow a safe abdominal delivery in the cases of the 
minority who fail to bring the head into the pelvis. 

FE. L. Cornety, M.D. 


Brouha, M.: The Prognosis of the Low Cesarean 
Section. The Immediate Results (Le prognostic 
de la césarienne basse. Suites immédiates). Britxel- 
les-méd., 1930, X, I110. 

Brouha states that while the low cesarean section 
has many advantages over the classical operation, 
it is associated with grave risk not only as regards 
primary mortality but also as regards morbidity. 
In the 125 cases in which he has performed it since 
1925 the primary mortality was 4 per cent and the 
incidence of serious morbidity 22.5 per cent. The 
causes of death were infection in 3 cases, and spinal 
anesthesia, hemorrhage due to uterine atony asso- 
ciated with hydramnios, and postoperative pneu- 
monia in 1 case each. Haron C. Mack, M.D. 


Brindeau: The Prognosis of the Low Cesarean 
Section. The Late Results (Le prognostic de la 
césarienne basse. Suites eloignées). Bruxelles-méd., 
1930, X, I116. 

Brindeau has found the end-results of the low 
cesarean section to be better than those of the clas- 
sical operation. The uterine scar, being more elastic 
than that of the classical operation, is less apt to 
rupture during subsequent pregnancies. Postopera- 
tive serous adhesions are seldom formed, and never 
involve the intestine. Uteroparietal fistulee do not 
occur, and vesical fistulae are very rare. The strong 
uterine scar allows a test of labor without danger. 
If another casarean section becomes necessary, it is 
not rendered difficult by adhesions to the abdominal 
wall or the bladder. Haro C. Mack, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Brown, T. K.: The Incidence of Puerperal Infection 
Due to Anaérobic Streptococci. Am. J. Obst. & 
Gynec., 1930, XX, 300. 

At the time of delivery the authors instill into the 
vagina a solution consisting of 15 gm. of mercu- 


hen, 

not 
two 
Vsis 
1sa- 
ean 
sia, 
jon 
ded 
n is 
A.: 
the 

by 
'p., 

of 

of 
ore 

of 

nd 
ice 
us. 

on 

on 
nd 

to 
at 
nd 
Ay 

or 

of 

a 
Is. 
it. 
it 
it 
d 
t 
g 
if 


154 INTERNATIONAL ABSTRACT OF SURGERY 


rochrome crystals and 5 c.cm. of half strength tinc- 
ture of iodine in 500 c.cm. of glycerin. Since they 
began this practice in September, 1926, the mortality 
from infection in cases of delivery at term and the 
morbidity from puerperal infection, chiefly acute 
endometritis, have shown a marked decrease. 
Puerperal infection due to aérobic micro-organ- 
isms is usually an introduced infection, whereas in- 
fection due to anaérobic streptococci is usually 
endogenous. In the well-organized obstetrical clinic, 
infection due to anaérobic streptococcal infection is 
a greater problem than infection due to hemolytic 
streptococci aud other aérobic micro-organisms. A 
good technique in delivery can practically eliminate 
hemolytic streptococcal infection. In the present 
state of our knowledge the incidence of puerperal 
infection due to anaérobic streptococci will probably 
be reduced best by the use of an antiseptic prepara- 
tion in the vagina at the beginning, and during 
labor. E. L. Cornett, M.D. 


L4szlé6, A.: Renewed Attempts at the Treatment of 
Puerperal Fever with Immune Serum (Neuere 
Versuche zur Heilserumbehandlung des Puerperal- 
fiebers). Gydgydszat, 1930, i, 519. 

Forty women with puerperal fever were treated 
by intramuscular and intravenous injections of 
serum. When possible, the injections were given 
on the first day of the condition. At first, strepto- 
coccus serum, and later, polyvalent serum was 
employed. At the same time some of the women 
received medical treatment. 

The effect of the serum was evidenced by slowing 
of the pulse rate, lowering of the temperature, and 
improvement in the general condition. Of the forty 


women, thirty-four recovered and six died. In most 
of the six fatal cases the administration of the serum 
was delayed because of intercurrent ailments. Two 
of the fatal cases were treated in the period when 
only streptococcus serum was used, whereas staphy- 
lococci were cultured from the vaginal secretion. © 
Prophylactic treatment by the author’s method 
appears to have given brilliant results. Immediately 
after operative interference the patients were given 
from 20 to 4o c.cm. of the serum. In all of the cases 
so treated the puerperium was afebrile. 
SILBIGER (G), 


MISCELLANEOUS 


Cantarow, A., Montgomery, T. L., and Bolton, W. 
W.: The Calcium Partition in Pregnancy, Par- 
turition, and the Toxemias. Surg., Gynec. & 
Obst., 1930, li, 469. 

The authors state that during the course of normal 
pregnancy and the first stage of labor there is a 
gradual diminution in the total serum calcium, a 
slight increase in diffusible calcium, and a marked 
decrease in non-diffusible calcium. The ratio of 
diffusible to non-diffusible calcium increases steadily’, 
reaching a maximum in the first stage of labor. ‘I his 
disturbance is identical with that present in bron- 
chial asthma and allied disorders. 

The toxemias of pregnancy are characterized by a 
marked decrease in the ratio of diffusible to non- 
diffusible calcium, due in most instances to an in- 
crease in the non-diffusible fraction. This finding 
suggests a condition of diminished cell permeability 
with associated disturbance of tissue functions in 
these disorders. Rotanp S. Cron, M.1). 
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ADRENAL, KIDNEY, AND URETER 


Streit: A Contribution to Functional Kidney Diag- 
nosis (Beitrag zur funktionellen Nierendiagnostic). 
Zentralbl. f.Gynaek., 1930, p. 1483. 


By injecting a 4 per cent solution of sodium bi- 
carbonate intravenously at definite intervals and 
determining the hydrogen-ion concentration of the 
separated urine, Rehn and Guenzburg were able to 
diagnose faulty kidney function from the delayed 
or deficient excretion of alkali. When the hydrogen- 
ion concentration is determined under physiological 
conditions an increase in the excretion of acid is 
found during the night. This is due to a decrease 
of the respiratory excretion of carbon dioxide. The 
kidney therefore assumes to a certain degree the 
function of the lung. 

In general, the curve of kidney function is de- 
pendent upon the diet. The gastric secretion also 
plays an important réole in maintaining constant 
the iso-ionism of the blood. It is found, however, 
that deficient excretion of alkali may depend also 
upon extrarenal factors. Usually, urinary alkalosis is 
found in nephrosis and urinary acidosis in nephritis. 

The author simplified the test by administering 
the alkali orally and making his determinations 
from the vesical urine of both normal and nephritic 
pregnant women. The hydrogen-ion concentration 
was determined every half hour by the indicator 
method. In thirteen gynecological control cases the 
hydrogen-ion value was uniformly below 6.0. Also 
in the normal pregnancies the value in the fasting 
state was below 6.0. In cases of the kidney of 
pregnancy the value was near the neutral point. 
Following the administration of acid there was no 
increase of acidity, the findings therefore agreeing 
with those of Kraeuter. However, the administra- 
tion of alkalies to pregnant women resulted in a 
pronounced delay in the excretion of the alkali. 
Tests made during the puerperium resulted in a 
curve that remained almost exclusively on the alkali 
side. KESSLER (G). 


Busch, M.: The Morphological Bases of Renal 
Insufficiency (Die morphologischen Grundlagen 
der Niereninsuflizienz). Ztschr. f. Urol., Sonderbd., 
1930, P. 44. 

In the methods of studying the kidney which have 
been used up to the present time the endeavor was 
made to obtain an insight into anatomical injury of 
the kidney from disturbances of partial elements of 
renal function. However, as is claimed by Schwarz 
and Joseph, the methods were not delicate enough 
for the definite demonstration of all renal diseases. 

In this article, Busch considers only the sequele of 
urinary stasis as morphological bases for the determi- 


nation of renal insufficiency. He states that errors 
and disturbances in the development of the urinary 
tract and obstructions due to disease in the walls of 
the efferent passages may lead to dilatation of the 
renal pelvis. Urinary stasis may be produced also 
in a purely mechanical manner by calculi and other 
foreign bodies. In some cases a neurological condi- 
tion, such as spina bifida, may interfere with the 
escape of urine and lead to urinary stasis and dila- 
tation of the renal pelvis. 

Surgical insufficiency of the kidney is essentially 
a disturbance of the outflow of urine. Urinary stasis 
affects the kidney by changing its form through hy- 
drostatic and hydronamic pressure and probably also 
indirectly by changing the circulation of blood in the 
kidney through pressure on the blood vessels. As a 
result, the renal parenchyma is destroyed and the 
kidney becomes penetrated by connective tissue. 

In the author’s opinion, the relationship between 
dilatation of the renal pelvis and destruction of the 
parenchyma is so close that conclusions as to the 
function of the renal tissue can be drawn from the 
degree of the dilatation. As in “obstructed” and 
“static” kidneys, namely, those with slightly and 
moderately dilated hydronephrosis, intact areas still 
remain, Busch is opposed to too radical treatment 
and recommends early conservative measures. How- 
ever, when the obstruction can be removed surgically 
he favors early intervention. Haste is necessary also 
when infection is present or feared. 

A. RosEnBuRG, M.D. 


Grauhan, M.: The Anatomy of Renal Stasis (Zur 
Anatomie der Harnstauungsniere). Zischr. f. Urol., 
Sonderbd., 1930, p. 149. 


The clinical picture of hydronephrosis in the 
widest sense of the term is presented by two essen- 
tially different anatomical and genetic conditions of 
the kidney. The aseptic renal stasis of adults occurs 
with acquired obstruction to the outflow of urine 
(genital carcinoma in the female with secondary 
closure of the ureters, prostatic hypertrophy). The 
resultant macroscopic and microscopic renal changes 
are very characteristic. Broadening and flattening 
of the papillz are followed by marked dilatation of 
the tubules of the medulla and cortex and finally 
complete destruction of the tubules and replacement 
of the latter by a very cellular interstitial tissue. The 
parenchyma is markedly reduced and the glomeruli 
approach each other so closely that they almost 
touch. There is a definite but not very marked 
dilatation of the renal pelvis. The kidney as a whole 
becomes somewhat smaller. In acquired bilateral 
stasis the dilatation of the kidney is never so ex- 
treme as in true hydronephrosis as the renal insuffi- 
ciency which soon results terminates life and the 
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development of the process. In unilateral hydro- 
nephrosis due to urinary obstruction (ureteral stone, 
prostatic hypertrophy), removal of the obstruction 
is very often followed by quick and marked im- 
provement. 

In true hydronephrosis, conditions are quite 
different. Very often the nature of the obstruction 
cannot be determined. Whereas in renal stasis of 
the acquired type the capacity of the dilated renal 
pelvis is at the most from five to ten times the normal 
and the weight of the affected kidney decreases to 
about half the normal, in true hydronephrosis, which 
is most common between the twentieth and thirtieth 
years of age, the capacity of the renal pelvis is in- 
creased from fifty to one hundred times the normal 
and the weight of the kidney rarely falls so low as in 
the acquired type of hydronephrosis. Moreover, the 
histological appearance of true hydronephrosis is 
quite different. The tubular apparatus is almost 
completely preserved. Even in the multilocular 
form with marked thinning of the parenchyma the 
tubules never completely disappear. Therefore, in 
contrast to the acquired type of renal stasis, con- 
siderable functional power remains in the paren- 
chyma. The increase in length varies from one and 
one-half to three times the normal. 

The author differentiates three types of true hy- 
dronephrosis: (1) the so-called ampullar form, with 
marked dilatation of the so-called anatomical renal 
pelvis; (2) the form with equal dilatation of the 
anatomical renal pelvis and the calyces and more 
regular enlargement of the renal pelvis; and (3) the 
multilocular form, in which there is a conglomeration 
of numerous markedly dilated calyces and the dila- 
tation of the anatomical renai pelvis as a whole is 
less marked. 

The differences in the kidneys in these two types of 
hydronephrosis are characteristic of acquired renal 
stasis and renal stasis due to developmental dis- 
turbances. In the acquired type, the parenchyma 
is destroyed as it is unable to yield to the pressure 
of the urine. In the true type, the parenchyma 
undergoes hypertrophy which enables it to with- 
stand degeneration for a long time; the growth 
capacity of the kidney is not destroyed. As anal- 
ogous to these changes the author cites other forms 
of growth hypertrophy (circulatory changes in the 
extremities of young persons with angiomata, venous 
stasis in thrombosis). He concludes that the so- 
called typical hydronephrosis is often the result of a 
temporary urinary obstruction causing growth hy- 
pertrophy which thereafter persisted unchanged. He 
. States that after the conclusion of the develop- 
mental period in true hydronephrosis there is a 
permanent condition which cannot be corrected 
even by removal of the cause. WAnkKE (Z). 


Bumpus, H. C., Jr., and Thompson, G. J.: Renal 
Tuberculosis. Am. J. Surg., 1930, ix, 545. 


The teaching that renal tuberculosis is never pri- 
mary but always secondary has so assumed the dig- 
nity of age that it is seldom questioned. It has 
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rarely been considered that tuberculosis of the bones 
and joints or other extrapulmonary tuberculosis 
might have originated from the focus that affected 
the kidney, or that renal involvement might be cv 
incident with tuberculosis of the spine or hip rather 
than secondary to it. 

Bumpus and Thompson, after an extensive review 
of the literature, investigated the ultimate results jn 
cases seen at the Mayo Clinic up to January 1, 162. 
in which guinea pigs were given inoculations wit}; 
urine obtained before operation from the suppose 
normal kidney. There were 175 such cases. In >, 
the test was a failure. In 109, the results obtainc«! 
in the guinea pigs were negative and in 43 they were 
positive. Two of the 43 patients with positive te-ts 
died in the hospital and 11 died subsequently. (){ 
the 30 others, 13 had unquestionable involvement oj 
the remaining kidney, 3 could not be traced, iii 
14 were cured. 

The authors reviewed also the clinical findings in 
cases of tuberculosis of the genital tract seen at the 
Mayo Clinic. In a review of 300 cases it was noted 
that dysuria was usually a symptom of tuberculosis 
of the urinary tract and was rare when the disease 
was confined to the genital tract. The presence of 
the bacilli of tuberculosis in the urine indicated 
renal involvement. In a recent review of 345 cases 
in which stained smears of urine contained acid- 
fast bacilli, it was found that 23 patients from whom 
a tuberculous kidney was removed and 5 others with 
renal tuberculosis for whom operation was regarde« 
as inadvisable had no complaints referable to the 
urinary tract. 

As many cases of extensive tuberculosis of the 
bones, joints, and lungs as well as many cases of 
tuberculosis of the urinary tract are seen at the 
Mayo Clinic, the authors hoped, by reviewing «ll 
cases in which the bacilli of tuberculosis were found 
in the urine to discover evidence substantiating the 
newer ideas relative to renal tuberculosis. 

They conclude that initial lesions of the kidney 
frequently heal; that it is impossible for a normal 
kidney to filter the bacilli of tuberculosis out of 
the blood stream into the urine; that the presence 
of the bacilli of tuberculosis in the urine almost 
always indicates renal involvement; and that dys- 
uria is a symptom of urinary tuberculosis and does 
not occur in tuberculosis confined to the genit:l 
tract. 


Parmenter, F. J., Foord, A. G., and Leutenegger, (. 
J.: Gonococcal Pyelonephritis. J. Urol., 193°, 
Xxiv, 359. 


In a review of the literature the authors found the 
reports of 164 cases of gonococcal infection of the 
kidneys. They discard 104 cases as not proved ani 
classify the remaining 60 cases as possible, probable, 
or proved. In the proved cases, of which there were 
only 4, direct smears, cultures, and fermentation 
studies were made. 

From the proved cases the authors conclude that 
the cystoscopic picture is not peculiar to gonococctis 
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infection; that the pathological histology does not 
vary from that of pyelonephritis due to other bac- 
teria; and that the condition tends to become chronic 
and is very resistant to all types of treatment. 
Harry W. PLAGGEMEYER, M.D. 


Mackey, W. A.: Hemangioma of the Kidney. 
Brit. J. Surg., 1930, xviii, 308. 


In the case of a patient sixty-one years of age who 
developed severe bleeding from the right kidney a 
diagnosis of tumor of the lower pole of the kidney 
was made because the pyelogram showed a filling 
defect of the inferior major calyx and the related 
minor calyces. Two days later the kidney was 
removed. 

The pathologist found an angioma in the pelvis, 
the border of which extended around the wall of the 
superior major calyx and into the minor calyces of 
the inferior major calyx. The filling defect was due 
to a blood clot. 

The author has found seventeen renal angiomata 
reported in the literature—seven occurring in the 
pelvic wall, four in the renal cortex, and six in the 
pyramids. In the first group, profuse hematuria 
was the chief sign. In the second and third groups, 
hematuria was present, but did not constitute a 
surgical emergency. 

The diagnosis of hemangioma of the kidney is very 
difficult. Nephroptosis, infections, nephritis, stone, 
and subepithelial pelvic hemorrhage must be ex- 
cluded. The pyelogram may show a filling defect due 
to a clot, as in the author’s case, but will more often 
be negative. Renal function may not be impaired. 
Unless the case demands emergency surgery, con- 
servative methods of treatment are indicated. 

The presence of an angioma may be suspected 
when all other possible lesions are ruled out and the 
onset of bleeding is acute and so severe as to demand 
surgical operation. 

Superficial angiomata of the parenchyma rarely 
require surgical treatment. Tumors or varices of 
the papilla may be cured by papillectomy or ne- 
phrotomy. In cases of accessible small angiomata 
clectrocoagulation may be tried. If hemorrhage is 
so severe as to endanger life and the tumor is large, 
as in the case reported, nephrectomy is indicated 
provided the other kidney is normal. 

CLAUDE D. Pickrett, M.D. 


Ljunggren, E.: Grawitz Tumors. Acta chirurg. 


Scand., 1930, Ixvi, Supp. xvi. 

This report is based on fifty-eight cases of 
Grawitz tumor of the kidney. The pathological 
classification, etiology, and symptoms are discussed. 
Ljunggren. considers varicocele and fever of no aid 
in the early diagnosis. Tumor cells never occur in 
the urine in these cases. Even by elaborate methods, 
the author was unable to obtain adrenalin from 
Grawitz tumors. In his opinion, an increased blood 
pressure cannot be considered a characteristic sign 
of tumors of this type. Of chief aid in the diagnosis 
are early cystoscopic and pyelographic studies. In 
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seven cases in which the diagnosis of kidney tumor 
was missed, an exhaustive urological examination 
was not done. Exploratory operation to determine 
the source of hematuria is today a rare procedure. 

A careful statistical study with regard to the 
prognosis has been made. Metastases may occur 
from seven to ten years after removal of the kidney 
tumor. The author states that there is no adequate 
pathological criterion on which to base a prognosis 
with regard to the duration of life after nephrectomy 
for renal neopiasm. In all cases with gland metas- 
tases or tumor infiltration of the renal fat the 
prognosis is unfavorable. In thirty-nine of the cases 
reviewed tumor thrombi were found in the renal 
vein. Seven of the patients with such thrombi 
lived over five years clinically free from recurrence. 
So far, postoperative radium and X-ray treatment 
have proved of little value. Metastases have been 
found in all organs except the thymus. Their most 
common sites are the lungs and bones. 

Anatomical and X-ray studies have been made of 
the changes in the kidney pelvis caused by Grawitz 
tumors. Two cases of pedunculated Grawitz tu- 
mors are cited. 

Studies of the origin of hematuria in cases of 
Grawitz tumor were based on the pathologico- 
anatomical examination of the material. A rupture 
of the tumor into the kidney pelvis can usually be 
established. Closure of this portion of the pelvis by 
connective tissue organization and its subsequent 
rupture may explain the intermittency of the 
hematuria. Some tumors do not cause hematuria 
because the passage ways of the parts into which 
they rupture are obstructed. It is believed that 
bleeding into the renal parenchyma and into the 
mucous membrane of the renal pelvis may cause 
hematuria provided operative trauma to these tis- 
sues can be excluded. It is doubtfully suggested that 
hematuria is often the result of venous stasis in 
the kidney tissue and the mucous membrane of the 
renal pelvis caused by pressure of the tumor. In 
some cases, it may be caused by inflammation of 
the pelvic mucous membrane associated with the 
tumor. 

The monograph contains numerous illustrations, 
a complete report of the fifty-eight cases reviewed, 
and a six-page bibliography. Harry Cutver, M.D. 


Scholl, A. J.: Three Cases of Carcinoma of the 
Kidney Atypical in Type. Surg. Clin. North Am., 
1930, X, II5I. 

Scholl reports 3 cases of alveolar carcinoma of the 
kidney. Of a series of 104 renal carcinomata seen at 
the Mayo Clinic, only 32 were of this type. The rest 
belonged to the hypernephroma group. Alveolar 
carcinomata are highly malignant, invade the pelvis 
early, and break through the renal capsule. 

Histologically, the neoplasms tend to reproduce 
the tubules of the adult kidney, resembling the 
renal parenchyma. The structure varies from that 
of the well-formed alveoli to areas in which there is 
very little differentiation, the cells being matted 
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together with only a small amount of intervening 
stroma. 

The first case reported by Scholl was character- 
ized by high fever during the primary and recurring 
stages with invasion of the renal pedicle. A review 
of the literature shows that Israel was the first to 
call attention to fever as a symptom of malignant 
tumor. Israel found fever in 18 per cent of his cases 
of hypernephroma and attributed it to the forma- 
tion in the tumor of specific pyrogenic substances. 
Of 367 cases of carcinoma of the kidney treated at 
the Mayo Clinic, fever was present in 11 per cent. 

Of 200 cases of carcinoma of the kidney studied 
by Foulds at the Mayo Clinic, involvement of the 
renal vein was found in 45. Nine of the 45 patients 
died immediately after operation. Of 31 who were 
followed up, 22 died in less than two years and 5 
were alive from three to fourteen years later. 

The second case reported by Scholl presented un- 
usual difficulty because of a nephropexy performed 
twenty years previously. In the third case there 
was a large carcinoma of the kidney without local 
extension which produced very few symptoms. 
Mavrice MEttzer, M.D. 


Pieraccini, P.: An Experimental Study of the 
Changes Produced by the Presence of a Foreign 
Body in the Ureter Remaining After Nephrec- 
tomy (Studio sperimentale sulle modificazioni 
indotte dalla presenza di un corpo estraneo nel 
moncone ureterale dopo nefrectomia). Arch. ital. 
di urol., 1930, Vi, 445. 

The author briefly reviews the literature which 
deals with the pathological anatomy and physiology 
of the ureter remaining after nephrectomy. The 
ureter persists as a tubular structure for about three 
years. After that length of time its lumen is ob- 
literated. During its existence as a tube, it shows 
fairly rhythmic peristalsis. The nature of this 
peristalsis indicates that it is not dependent upon 
impulses from the pelvis of the kidney. 

In the experiments reported by Pieraccini the 
conditions produced by a calculus remaining in the 
ureter after nephrectomy were simulated by intro- 
ducing a fusiform piece of glass into the upper end 
of the ureter and tying the ureter above it. After 
periods ranging from twenty days to seven months 
the animals were killed and examined. 

In several instances the glass was found in the 
juxtavesical portion of the ureter, indicating that 
contraction persisted in the ureter for some time. 
The ureter attempted to expel the foreign body 
soon after its introduction. The larger the glass 
body the farther it was moved, indicating that the 
ureteral activity was directly proportional to the 
amount of distention of the ureteral walls. 

Microscopic studies of the ureter showed that at 
the level of the foreign body the thickness of the 
mucosa was considerably increased and the muscle 
layer was compressed and atrophied. In the seg- 
ments immediately above and below this level the 
muscle layer was well conserved, but distally it was 
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atrophied. The atrophy was probably secondary to 
stasis which stimulates connective tissue prolifera- 
tion. 

This experimental work indicates that in aseptic 
cases in which nephrectomy is performed a simul- 
taneous ureterectomy or ureterolithotomy for stone 
is unnecessary. A. Louts Rost, M.1. 


BLADDER, URETHRA, AND PENIS 


Preto: Inguinal Cystocele (Contributo allo studio «jc! 
cistocele inguinale). Clin. chirurg., 1930, vi, 780. 


Eight cases of inguinal cystocele are reported. 
Cystocele is of the inguinal variety in 90 per cent of 
cases. The bladder is found involved in 3 per cent 
of all inguinal herniz operated upon. 

If the theory of urologists regarding the origin of 
diverticula of the bladder is correct, the theory that 
inguinal cystocele is the result of herniation of a 
vesical diverticulum is untenable. It is more logical 
to suppose that a herniated portion of the vesical 
wall can assume the characteristics of a diverticulum 
if the hernial ring is inelastic. An important factor 
in the formation of inguinal cystocele is the pre- 
vesical fat. 

In doubtful cases of inguinal cystocele a cysto- 
scopic and X-ray examination should be made before 
operation and the bladder distended with fluid at the 
time of operation after section of the hernial ring. In 
cases of recurrent inguinal hernia it has sometimes 
been found that the cystocele was ligated at the first 
operation. Antuony R. Camero, M.D. 


Schacht, F. W.: Vesical Diverticulum in the Fe- 
male. J. Urol., 1930, xxiv, 393. 


Diverticula of the bladder are rare in the female. 
They are usually classified into the false and the 
true types. The false diverticula are the result oi 
perivesiculitis, postoperative deformity of the blad- 
der, patent urachus, malformation of the bladder, or 
inclusion of the bladder in a ventral or inguinal 
hernia. Among the true diverticula, 2 types are 
generally distinguished. One is the result of faulty 
development of the wall of the bladder, whereas the 
other, which usually appears later in life, gives 
evidence of some form of obstruction in the urethra 
or the neck of the bladder. The possibility of clas- 
sifying diverticula into congenital and acquired types 
on the basis of their histological structure has not 
been proved. 

Various theories have been suggested regarding 
the nature and method of formation of the vesical 
diverticula. However, there are 4 principal views. 
According to one theory, diverticula are the result 
of a combination of acquired and congenital factors, 
according to another, they are chiefly of congenita! 
origin; according to a third, they are for the most 
part acquired; and according to a fourth, they may 
be either entirely congerital or entirely acquired. _ 

Schacht and Crenshaw reviewed 95 cases ©! 
diverticulum of the bladder in the female whic! 
have been reported in the literature. The ages of tle 


patients ranged from thirteen to eighty years. Of 
s61 diverticula of the bladder seen at the Mayo 
Clinic in the period from 1910 to 1929, only 18 
occurred in females. 

In 13 of the 18 cases of vesical diverticula in the 
female seen at the Mayo Clinic the diverticula were 
of the true type and in 5 they were of the false type. 
A urethral caruncle was present in 3 cases, chronic 
granular urethritis in 1 case, and a cyst at the neck 
of the bladder in 1 case. Of the false diverticula, 1 
was the result of injury at childbirth and the 4 
others were due to operative procedures in the pelvis 
and abdomen. 

The severity of the symptoms depended to a large 
extent on the presence and degree of cystitis, trig- 
onitis, or urethritis or such complications as vesical 
calculus or neoplasm. In 4 cases there were few if 
any symptoms referable to the urinary tract. 

In approximately 70 per cent of cases of diver- 
ticulum of the bladder in the female the patient is 
between thirty-five and sixty-five years of age. 


Joly, J. S.: The Treatment of Vesical Papillomata 
by Cystoscopic Diathermy. Proc. Roy. Soc. 
Med., Lond., 1930, xxiii, 1557. 

Joly compares his results in the treatment of 
vesical papillomata before and after the introduction 
of cystoscopic diathermy. He states that malig- 
nancy arises only in growths that have remained 
single. Multiple tumors do not invade the bladder 
wall no matter how luxuriant they become. He 
recognizes numerous variations between benign and 
malignant growths and believes that the term 
“malignant papilloma” should be abandoned. 

Before cystoscopic diathermy, Joly treated 39 
cases of vesical papillomata by excision. In 30 
cases of single tumors there were 4 recurrences. Of 
the 9 cases of multiple tumors, there was a recurrence 
in all. 

The cases he has treated since the introduction of 
cystoscopic diathermy are divided into the following 
3 groups: 

1. Single tumors. Of 26 cases in which he was 
able to obtain reliable information regarding the 
end-result five years after completion of the treat- 
ment a recurrence developed in 6. In 1, it developed 
after fourteen years. 

2. Multiple growths. Of 28 cases of multiple 
tumors, small recurrences were found from six to 
twelve months later in all. As these recurrences 
tend to diminish after repeated treatments, the 
patient can be assured of freedom from trouble 
after three or four years. 

3. Recurrences after open operation. These 
usually occur near or in the suprapubic scar and are 
out of reach of an electrode passed through an 
ordinary catheterizing telescope. For this type of 
case the author has devised a special electrode car- 
rier. Multiple recurrences after open operation are 
very difficult to control, but Joly attempts to keep 
the patient free from symptoms by repeated treat- 
ments. He has patients whom he has cystoscoped 
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more than 50 times, and 2 whom he has cystoscoped 
more than 100 times. 

Joly uses cystoscopic diathermy whenever cystos- 
copy can be done and there is no evidence of infil- 
tration of the bladder wall. Patients with severe 
hemorrhage or clot retention require cystotomy. 
The decision as to whether a particular tumor is 
suitable for cystoscopic treatment is at times 
difficult. A pedunculated tumor is tested for mobil- 
ity. The electrode is thrust into the tumor and the 
current passed for a few seconds. If the tumor 
breaks away when the electrode is withdrawn, it 
should be considered malignant. All sessile tumors 
should be considered malignant unless they occur 
after operation. Some sessile tumors recurring after 
operation are benign, but if there is any doubt they 
should be excised. 

The author then discusses in detail the instru- 
mentarium and technique for cystoscopic diathermy. 
He does not employ general anesthesia, but states 
that while it is associated with danger, it permits 
the use of a more powerful current which decreases 
the number of treatments necessary. 

ANDREW MCNALty, M.D. 


GENITAL ORGANS 


Young, H. H.: The Advantages of the Perineal 
Route in the Treatment of Various Diseases of 
the Prostate. Proc. Roy. Soc. Med., Lond., 1930, 
xxiii, 1689. 

This article is a review of the author’s well-known 
technique of perineal surgery in the treatment of the 
prostate ard seminal vesicles. Young states that 
while suprapubic prostatectomy is radically curative 
and technically satisfactory, the perineal operation 
is unquestionably safer. He emphasizes the impor- 
tance of rectal palpation of the prostate as a routine 
procedure in all physical examinations, and states 
that malignancy should be suspected when even 
small areas of great induration are felt. 

He believes that the important réle played by the 
trigone in the physiology of micturition has not yet 
been fully recognized by physiologists. Micturition 
is initiated by contraction of the trigone, which 
opens the external sphincter and allows the detrusor 
muscles to force the urine out through the urethra. 

In describing his technique for perineal prostatec- 
tomy, Young states that excellent anesthesia is 
obtained from a single injection of 20 c.cm. of a 3 
per cent solution of procaine into the sacral canal. 
The patient is placed on the table with the perineum 
elevated and the pelvis bent forward at the sacro- 
iliac joint. The incision and the various details of 
the exposure of the prostate and seminal vesicles 
are described. When the operation is finished a 
catheter is inserted in the urethra and a Davis 
drainage bag introduced through the prostatic 
wound into the bladder and blown up. In this way 
all bleeding is stopped. 

The mortality of perineal prostatectomy in 1,571 
cases was 3.6 per cent. 
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Young has found that about 20 per cent of patients 

who present themselves with symptoms of prostatic 
obstruction are suffering from carcinoma of the 
prostate. He emphasizes the importance of early 
diagnosis and early operation. Of special aid in the 
diagnosis is a peculiar increase in induration when 
the prostate is palpated with a sound or the cysto- 
scope. The author’s radical operation for complete 
removal of the prostate and the prostatic urethra 
with anastomosis of the bladder to the membranous 
urethra is described. Its mortality is 4 per cent. 
When it is done early enough, a cure with good 
urinary control is obtained in a high percentage of 
cases. Young states that in prostatic carcinoma 
death is usually due to metastases. 2 

A radical operation for genital tuberculosis is also 
described. The author believes that removal of the 
tuberculous epididymis is not enough. Of 14 pa- 
tients subjected to his operation, 9 were found in 
good condition after five years, 1 after four years, 3 
after three years, and 1 after one year. 

The author’s perineal approach is used also in 
the treatment of retention cysts of the prostate, 
diverticulum of the posterior urethra, rupture of the 
posterior urethra, incontinence of urine, recto-ureth- 
ral fistula, and impermeable urethral stricture. 

The usual pre-operative preparation includes 
gradual evacuation of the urine, studies of the blood 
chemistry, and tests of renal function. In cases of 
deep bladder and prostatic infections, cases of fever 
with or without blood infection, and cases in which 
incision and drainage are indicated, intravenous in- 
jections of a 1 per cent solution of mercurochrome are 
given. Maovrice MEttzer, M.D. 


MISCELLANEOUS 


De Keersmaecker. 
“faux urinaires”’). 
XXX, 120. 


Pseudo-Urinary Patients (Les 
J. @urol. méd. et chir., 1930, 


It is not unusual for patients to come to the 
urologist with genito-urinary symptoms not based 
on an anatomical lesion of the genito-urinary organs. 
Guyon calls them “pseudo-urinary patients.” The 
symptoms differ in the two sexes, but in both there 
is hyperesthesia with more or less acute spasm of 
long duration caused by disequilibrium of the vegeta- 
tive nervous system in the pelvis which results in 
disturbances in the function of the bladder and 
rectum with sequel such as pain, retention, or the 
involuntary passage of urine, constipation, hemor- 
rhoids, fissure of the anus, and pruritus. In children, 
the condition causes nocturnal and diurnal diuresis 
and constipation or the involuntary passage of 
feces. Women suffer from strangury, vaginism, 
and pain in the abdomen, the lower part of the back, 
and the buttocks. In men there is retention of 


urine with false stricture, abnormal sensations in 
the urethra and the region of the anus and perineum, 
priapism, spermatorrhoea, and pain and spasm 
during and after coitus. The treatment is massage. 
Aubrey G. Morcan, M.D. 
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Molina, R., and Ruiz, J. B.: Indications for Deriva- 
tion of Urine (Indicaciones de la derivacion de 
orina). An. de cirug., Havana, 1930, ii, 323. 

Derivation of the urine is being practiced more 
and more in genito-urinary surgery. Renal deriva- 
tion by nephrostomy is done in hydronephrosis and 
pyonephrosis. Ureteral derivation by ureterostomy 
may be lumbar or iliac. Derivation by implantation 
of the ureters into the intestine is a more serious 
operation and its late results are generally unfavor- 
able. 

Derivation of urine may be temporary or perma- 
nent. Temporary derivation is indicated in certain 
operable vesicovaginal fistule as it improves the 
operative prognosis. Permanent derivation may he 
practiced on the kidney. For example, at operation 
on a woman with a cancer of the uterus and com- 
pression of the ureters, a double nephrostomy may 
be performed to prevent anuria. Permanent deriva- 
tion by ureterostomy is done to relieve pain in the 
bladder in cancer or tuberculosis. Derivation of 
urine is indicated also in cases of severe traumitic 
or inflammatory stenosis of the urethra as it renders 
internal urethrotomy possible later. In periurethri- 
tis and fistula it allows the removal of the indurate« 
masses of tissue and disinfection of the fistula. In 
traumatic rupture of the urethra it facilitates the 
suturing of the wound and favors healing. It is in- 
dicated also in cases of urethrocutaneous fistul., 
obstinate cases of chancre of the meatus in which 
healing is prevented by irritation from the urine, 
and cases in which an autoplastic operation is to be 
performed. Aubrey G. Morean, M.1). 


Barbellion, P.: The Treatment of Acute Gonor- 
rhoea (Essais thérapeutiques dans la blennorrazic 
aigué). J. d’urol. méd. et chir., 1930, Xxx, 167. 


It is very difficult to judge the results of any 
treatment of gonorrhoea. Mild cases may become 
cured spontaneously, whereas severe ones resist «|! 
forms of treatment. If a case of acute gonorrhia is 
left alone for two weeks, which has very disastrous 
results for the urethra, it can be cured much more 
quickly by any method of treatment than if treat- 
ment is begun at once. A sort of autovaccination 
seems to take place during this period. If a first 
treatment is ineffective and another is substitute: 
for it and is successful, the second one is not neces 
sarily the better procedure. It is probable that the 
first one—if a good treatment for gonorrhcea—woul\! 
have given equally good results if it had been con 
tinued long enough as time is a very important fac- 
tor. 

After trying many other treatments the author 
always returns to permanganate irrigation. Vac- 
cination alone does not seem to be effective ii 
gonorrhcea. Colloidal vaccines are equal to the other 
vaccines in acute gonorrhoea and superior to them 
in complications. Local vaccination with colloido- 
bacterial vaccines seems to be better than thi 
methods previously employed. An oily solution ©! 
santalol can be given by intramuscular injection. 
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Santalol with salol and urotropin by mouth has a 
good effect on the pain and discharge, but the 
disease often lasts longer than usual under this 
treatment and irrigations finally become necessary. 

Next to permanganate irrigation, the author 
thinks the best treatment is the administration of 
santalol, salol, and urotropin by mouth with the 
intravenous injection, twice weekly, of 5 c.cm. of a 2 
per cent solution of gonacrin. The results are de- 
cidedly better than those obtained with gonacrin 
alone. 

No treatment of gonorrhoea is sure to prevent 
complications. The incidence of posterior urethritis 
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is about the same after all methods of treatment. 
Though chemotherapy does not always prevent 
orchitis and prostatitis, it is obvious that in hyper- 
acute cases it is attended with less risk to the patient 
than irrigations poorly given. 

There does not seem to be any standard treatment 
for gonorrhcea at present. Each case should be 


treated according to the local and general condition, 
the amount of time that can be given to it, and the 
patient’s occupation. The patient should be watched 
for the development of para-urethral fissures, fol- 
liculitis, and prostatitis and not discharged until 
he is thoroughly cured. Auprey G. Morcan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Pomeranz, M. M.: Roentgen Diagnosis of Bone 
Tumors. J. Bone & Joint Surg., 1930, xii, 795. 


In osteomyelitis the following changes are demon- 
strated: (1) areas of bone destruction varying from 
small abscesses to involvement of the entire bone; 
(2) sequestration; (3) irregular periostitis parallel 
with the long axis of the bone; and (4) medullary, 
cortical, and periosteal sclerosis. 

Benign tumors are localized to the medulla, cor- 
tex, or periosteum and have sharply limiting bor- 
ders. They cause definite expansion of the bone 
without periosteal stripping. They develop slowly 
and do not involve the soft tissues. 

Malignant tumors show irregular invasion with 
simultaneous involvement of the cortex, medulla, 
and periosteum. They grow rapidly in and about 
the bone and involve the soft tissues. The perios- 
teum is stripped, and bone is deposited perpendicu- 
larly to the shaft of the bone. 

ELVEN J. BERKHEISER, M.D. 


Fraser, J.: Tumors of Bone. Edinburgh M. J., 1930, 
XXXVii, 153. 


Fraser prefaces his discussion of bone tumors by 
a review of the anatomy and physiology of bone. 


His classification of bone tumors is similar to that of 
the American Sarcoma Registry. He reports cases 
representative of the different groups and discusses 
the pathogenesis, symptoms, and treatment of each 
type. The treatment includes X-ray and radium 
irradiation and the use of Coley’s fluid in addition to 
operation. Excision is often preferable to amputa- 
tion. Wa ter P. Biount, M.D. 


Phemister, D. B.: Repair of Bone in the Presence of 
Aseptic Necrosis Resulting from Fractures, 
Transplantations, and Vascular Obstruction. 
J. Bone & Joint Surg., 1930, xii, 769. 

Aseptic necrosis of bone may result from various 
factors such as circulatory disturbances, trauma, 
chemicals, and radium irradiation. The repair of 
the damaged area varies with the causative agent 
and the functional stimulation. 

In necrosis produced by infection, complete ab- 
sorption occurs if the area is small, and sequestra- 
tion if the area is large. 

In aseptic necrosis of bone resulting from circula- 
tory disturbances an ingrowth of vessels and osteo- 
genic tissues occurs from the living bone to the 
necrotic area if the necrotic bone is approximated to 
the living bone and by this creeping substitution the 
old bone is replaced by new bone. 

ELVEN J. BERKHEISER, M.D. 


Forkner, C. E.: The Synovial Fluid in Health and 
Disease. J. Lab. & Clin. Med., 1930, xv, 1187. 

The purpose of the study reported in this article 
was to collect, classify, and evaluate the available 
data on synovial fluid in order to ascertain, first, 
whether the joint exudates can be utilized for clinical 
purposes, and second, whether further studies on the 
fluid of joints are likely to be of value, and if so, in 
what direction such investigations should be cir- 
ried on. 

There is considerable uncertainty regarding te 
origin of the synovial fluid. However, the adequacy 
of the synovial fluid for the nutrition of cartil:ge 
from the standpoint of carbohydrate and energy- 
yielding content is clearly indicated. 

The article contains seven tables based on the 
author’s observations and reports in the literature. 
Table 1 gives the physical and chemical properties 
of human synovial fluid under normal conditions 
and in the presence of general cedema, various <is- 
eases found at autopsy, non-specific effusions, acute 
synovitis, bursitis, septic arthritis, gonorrhoeal :ir- 
thritis, syphilitic synovitis, and Charcot’s joints. 
Table 2 gives the physical and chemical properties 
of the fluid in traumatic effusion, chronic arthritis, 
acute rheumatic fever, tuberculous arthritis, «r- 
thritis of serum disease, and intermittent hydiar- 
throsis. Table 3 summarizes the biological properties 
of human synovial fluid under normal conditions 
and in simple effusion, non-specific hydrops, inter- 
mittent hydarthrosis, traumatic effusion, traumatic 
arthritis, and arthritis of dysentery. In Table 4 are 
given the biological properties of the fluid in chronic 
arthritis; in Table 5, the biological properties of the 
fluid in septic arthritis, gonorrhceal arthritis, tuber- 
culous arthritis, and acute rheumatic fever; and in 
Table 6, the biological properties of the fluid in 
syphilitic arthritis, syphilis without arthritis, ani 
Charcot’s joints. Table 7 summarizes the findings 
given in the six other tables. 

From the data in these tables the following con- 
clusions are drawn: 

1. A sugar content under 60 mgm. per 100 c.cm. 
is almost always associated with infection of the 
joint. 

2. A sugar content under 45 mgm. per I00 ¢.cn. 
is strong evidence in favor of the presence of py»- 
genic organisms. 

3. A pH value of approximately 7.0 is strong evi- 
dence in favor of the presence of bacteria. 

4. ApH value of under 7.0 is almost certain to ve 
associated with the presence of pus-producing or- 
ganisms. 

5. An icterus index of over 5.5 is practically 
always a sign that trauma is playing or has playc‘! 
an important réle in the etiology. 
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6. A positive Wassermann reaction in the joint 
fluid associated with a negative reaction in the blood 
is strong evidence of syphilitic arthritis. 

>. A positive Wassermann reaction in the joint 
fluid with a positive reaction in the blood may or 
may not be associated with syphilitic arthritis. 

8. A positive Wassermann reaction in the blood 
associated with a negative reaction in the synovial 
fluid probably represents good protection against 
the ultimate development of syphilitic joint disease. 

9. A leucocyte count of 11,000 or more cells per 
cubic millimeter associated with 60 per cent or more 
of granulocytes in the synovial fluid of a patient 
with chronic non-specific arthritis is likely to be 
associated with the presence of a positive culture of 
attenuated organisms. 

ro. A leucocyte count in the joint fluid of 5,000 
or fewer cells per cubic millimeter together with less 
than 50 per cent of granulocytes in a patient with 
chronic non-specific arthritis is likely to be asso- 
ciated with a negative culture of the fluid. 

11. The presence of large numbers of red blood 
corpuscles in the synovial fluid of a patient with 
arthritis is evidence against chronic non-specific, 
tuberculous, syphilitic, or acute septic arthritis and 
suggests that trauma was the etiological factor. 

12. Animal inoculation is of value in the diagno- 
sis of syphilitic arthritis occurring early in the dis- 
ease. 

In conclusion the author states that it is very sig- 
nificant that attenuated organisms can be cultured 
from a high percentage of cases of chronic non- 
specific arthritis. The recent contribution of Shands 
in which the same types of organisms have been 
grown from cases of Charcot joints, from cases of 
traumatic arthritis, and from cases of intermittent 
hydarthrosis tends to support the theory that in the 
etiology of arthritis several factors are involved. 
One factor is undoubtedly trauma, and another is 
the invasion of organisms. 

A study of the synovial fluid in arthritis is of great 
aid in differential diagnosis. It yields information 
which approaches in importance that obtainable 
from the study of cerebrospinal fluid. 

Rosert V. Funston, M.D. 


Blencke, H.: Sport Injuries of the Joints (Ueber 
Sportschaeden der Gelenke). Zentralbl. f. Chir., 
1930, p. 1167. 

In 1923, Baetzner reported that even in young 
gymnasts and athletes he had frequently found se- 
vere chronic joint affections which he attributed to 
their physical exercise. He stated that excessive 
one-sided sport activities cause not only functional 
‘weaknesses, but also anatomical changes. The tis- 
sues undergo structural changes, the muscles are 
torn, and the joint cartilages become inelastic and 
broken and peel off. The cartilage defects so pro- 
duced are followed by reactive changes in the bone 
with the development of an affection similar to 
arthritis deformans which Baetzner described as a 
“sport injury of the joint.” 
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The opposition which his theories provoked led 
Baetzner to make roentgen examinations of the 
joints of athletes competing in the ninth Olympiad 
at Amsterdam. In compliance with Baetzner’s re- 
quest, Heiss made 358 roentgenograms of the joints 
of 159 athletes of various types from different coun- 
tries. In 24 instances he found marked changes in- 
volving especially the knee, foot, elbow, and 
shoulder. 

Recently Knoll opposed Baetzner’s view that 
these changes in the joints are the manifestation of 
a primary idiopathic arthritis deformans due to tis- 
sue changes from sport trauma. He believes that 
they are more probably the result of previous joint 
traumata and points out that in the development of 
joint conditions such factors as the constitution, in- 
herited predisposition, and internal secretions are of 
importance. He undertook the systematic roentgen 
examination of 40 ski jumpers, among whom were 
the best in Switzerland. In these examinations he 
found roentgenologically demonstrable changes in 
the skeleton only occasionally and concluded that 
they were not the result of trauma. 

The author reports 10 cases from his own prac- 
tice which presented evidence suggesting that in- 
tense sport activities had injured the affected joints. 
He concludes that the constant activity of pro- 
fessional football players who indulge in their com- 
petitive sport every Sunday is conducive to prema- 
ture destruction and wearing out of the joints and 
their tissues, and he believes that Raetzner’s theory 
applies not only to the severe types of sport activity 
but also to the moderate types. On the other hand 
he agrees with Fnoll that a number of joint in- 
juries are caused primarily by trauma. The trauma 
need not cause fractures and luxations; in many in- 
stances it is more probable that it produces minute 
changes in the joint borders, the cartilages, and the 
tendon insertions. Also of importance in the de- 
velopment of sport injuries is the fact that the in- 
jured athlete usually returns too soon to his sport. 
The resumption of sport activities after a sport in- 
jury usually occurs sooner than the resumption of 
work after a similar accident at work. After the 
athlete has recovered from his accident sufticiently 
to resume his vocation a considerable period of time 
should elapse before he resumes his sport activities. 
Sports should be resumed only after healing and 
strengthening of the injured member have pro- 
gressed further. When this precaution is observed 
many sport injuries of the joints will probably be 
avoided. ZILLMER (Z). 


Ely, L. W.: Chronic Arthritis: Its Classification, 
Etiology, and Pathology, with an Outline of 
Its Rational Treatment. J. Lab. & Clin. Med., 
1930, XV, 1264. 

The author distinguishes two main types of 
chronic arthritis. Type 1 is due to bacterial infec- 
tion which can be demonstrated definitely or is 
strongly suggested by characteristic changes. The 
cause of Type 2 is unknown. 
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In Type t the chief feature is a proliferative in- 
flammation in the synovial membrane. To this may 
be added a proliferative inflammation in the bone 
marrow in the immediate vicinity of the joint. The 
inflammation may start in either tissue and spread 
to the other. When it begins in the joint tissues 
themselves the synovial membrane becomes thick- 
ened, infiltrated, and villous. As a rule, a serous, 
bloody, fibrinous, flocculent, or purulent exudate is 
poured out into the joint cavity. The capsule also 
thickens. In some cases the proliferation is slight, 
free fluid cannot be demonstrated, and adhesions 
form in the synovial membrane. The cartilage be- 
comes thinned, and at its circumference its place is 
taken by the synovial membrane which spreads out 
over its surface, suggesting a perichondrium. Be- 
cause of interference with function the cartilage be- 
comes fibrous. In severe cases it may be bound to the 
synovial membrane and the opposing cartilage by 
adhesions. Under such circumstances the joint cav- 
ity is replaced by a mass of scar tissue and fibrous 
ankylosis results. In some infections the ankylosis 
becomes bony. When the disease starts in the mar- 
row it gains the under-surface of the cartilage and 
the granulations absorb or kill the bone trabecule as 
they spread. 

The chief symptoms of this type of arthritis are 
those of inflammation in any organ—pain, swelling, 
interference with function, redness, and an increase 
in the local temperature. There is a fairly constant 
relationship between the symptoms and the ana- 
tomical change. The pain is usually greater when 
the bone is involved than when only the synovial 
membrane is affected. Flexion deformities are the 
rule. Constitutional symptoms may be present or 
absent, depending upon the nature and severity of 
the infection. 

The roentgenogram shows swelling of the soft 
parts, thinning and irregularity of the joint space, 
and rarefaction of the bone. Bony spurring and 
lipping are absent. 

The condition is a disease of the earlier periods of 
life. 

The author discusses the differential diagnosis and 
treatment of arthritis of Type 1 due to different 
types of infection. 

Chronic arthritis of Type 2 is characterized by a 
piling up of bone and cartilage at the circumference 
of the joint cartilage along the line of attachment of 
the capsule—so-called spurring and lipping. In 
the author’s opinion, the first and fundamental 
change is aseptic necrosis in the marrow near the 
joint. Ely believes that this type of arthritis is due 
to protozoa, probably one or several of the so-called 
harmless varieties, which gain access to the circula- 
tion through the open bone at the roots of dead 
teeth. In support of this theory he states that the 
stools of a large percentage of patients with arthritis 
of Type 2 contain protozoa. The joint cartilage be- 
comes fibrous and calcified; it degenerates and then 
disappears over larger and smaller areas, leaving the 
underlying bone bare. This bone becomes thickened 


INTERNATIONAL ABSTRACT OF SURGERY 


and dense, eburnated, ivory-like, and grooved in the 
line of joint motion and prevents the communication 
of the marrow spaces below with the joint cavity, 
The changes in the synovial membrane are the result 
of a long series of mechanical insults. They are 
quite different from the so-called lymphoid prolifera- 
tion of arthritis of Type 1. The membrane becomes 
greatly thickened from the production of loose- 
meshed fibrous tissue and fat. It loses its smooth, 
glistening surface and becomes a mass of greatly en- 
larged villi. Cysts are sometimes formed in the 
marrow near the bone ends. 

This disease is a condition of middle and later |ife 
and occurs in persons with dead teeth. The inflam- 
mation is of a lower grade than that of arthritis of 
Type 1. There is no correspondence between the 
amount of anatomical change and the symptoms 
and physical signs. 

The author discusses in particular chronic arthyi- 
tis of the spine of Type 2. He believes that in many 
cases of so-called neuritis, fibrositis, myositis, {:s- 
ciitis, and radiculitis, the condition is really spinal 
arthritis. 

In the treatment of chronic arthritis of Type », 
the author first has all dead teeth extracted. Some- 
times the symptoms then subside. If they do not, 
he gives a course of neoarsphenamine and emetin. 


Nicotra, A.: Humerus Varus (L’omero varo). (/’1. 
chirurg., 1930, vi, 914. 


The author reviews the literature on humerus 
varus and reports three cases. He states that the 
occurrence of the condition in adolescence is rare. 
only eight cases having been recorded to date. 

The pathological changes of humerus varus are 
limited to the metaphysis of the humerus, the rest 
of the skeleton being normal. The condition is « 
definite clinical entity and has nothing in common 
with other types of deformities of the humerus in 
persons afflicted with constitutional bone dystro- 
phies. It is the result of the gradual breaking down 
of the walls of a unilocular cyst of the metaphysis 
of the humerus. The breaking down of multilocular 
cysts does not produce it. 

In cases of cretinism, microcephaly, rickets, «ii 
achondroplasia one sees frequently deformities 0/ 
the upper epiphysis of the humerus which alter not 
only the angle of inclination, but also the angle of 
torsion, the angle of direction, and the general aspect 
of the humerus. Similar deformities are foun 
throughout the skeleton. In such cases all of the 
deformities can be attributed to a single dystrophic 
cause and humerus varus is probably the least im- 
portant manifestation of a generalized pathologic! 
process which inhibits skeletal and mental devel«)- 
ment. To continue to classify these dystrophic forms 
in the same group with cystic humerus varus \\'!! 
only perpetuate the existing confusion of the to 
varieties. 

Inflammatory humerus varus should be cvon- 
sidered a deformity secondary to a primary ost«.- 
myelitic process. AnTHONY R. CamERo, M.D. 
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Rigler, L. G., Ude, W. H., and Hanson, M. B.: 
Paravertebral Abscess, an Early Roentgen Sign 
of Tuberculous Spondylitis. Radiology, 1930, 
XV, 471. 

Paravertebral abscess, which occurs in about 80 
per cent of cases of tuberculosis of the thoracic spine, 
is generally considered a late manifestation of the 
disease. As a rule it is merely confirmatory of a diag- 
nosis previously made on the basis of involvement 
of the vertebral bodies and intervertebral disks. 
However, in some cases it may be a very early sign 
of the condition, and in others it may be a sign of 
a very benign form of tuberculosis which fails to 
cause enough destruction to invade the disks or pro- 
duce the typical collapse of the vertebral bodies. 

The recognition of paravertebral abscess depends 
upon the finding of a spindle-shaped shadow in the 
anteroposterior roentgenograms. This shadow has 
a bilateral symmetrical appearance and is fre- 
quently overshadowed by the heart. In lateral 
roentgenograms the shadow of the abscess is not 
well visualized. 


The authors report four cases in which the diag- - 


nosis rested upon the roentgen signs of a paraverte- 
bral abscess. In two, these were the earliest signs, 
appearing before visible changes in the bodies of the 
vertebra. In the two others the changes in the verte- 
bre were minimal and not definitely diagnostic. 
CuaARLES H. Heacock, M.D. 


Pap, L.: Diseases of the Hip in Adults (Hueftgelenks- 
erkrankungen bei Erwachsenen). Orvosképzés, 1930, 
XX, 207. 

Because of the peculiar anatomical structure of 
the hip joint, the diagnosis of hip diseases presents 
many difficulties and in the examination of the hip 
reliance must be placed almost exclusively on indi- 
rect methods. In addition to careful recording of the 
history, inspection, palpation, and functional tests, 
roentgenography is of great aid. Important con- 
clusions as to the nature of the disease, the resistance 
of the body, and the treatment indicated can often 
be drawn from examination of the blood. However, 
the blood picture shows a decided change only in 
cases of severe hip-joint disease of infectious origin. 
In such cases the hemogram is of value also in 
the prognosis. In the presence of the tissue de- 
struction which occurs in inflammatory processes the 
individual albumin fractions have characteristic dis- 
placing effects on the blood picture. These path- 
ological changes in the plasma and serum can be 
readily determined by the colloidal lability test of 
Daranyi and the sedimentation reaction of the red 
blood cells. Especially the latter is a simple and 
quick clinical method which can be employed by all 
general practitioners. The blood sedimentation is 
normal in degenerative processes, changes in the hip 
joint of static origin, metabolic disturbances, and 
joint injuries due to trophic disturbances, but is in- 
creased in acute and chronic inflammatory processes 
of infectious origin. The sedimentation test differ- 
entiates tuberculous necrosis from aseptic necrosis 
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and benign tumors of the hip joint which are visible 
in the roentgenogram from malignant tumors. 

Diseases of the hip joint differ from diseases of 
other joints because of the peculiar structure and 
function, the special conditions of weight bearing, 
and the very peculiar blood supply of the hip. 

The diagnosis of coxitis is not difficult if a thor- 
ough examination is made, but the determination of 
the cause of the condition is often more difficult. At 
the very outset a tuberculous or luetic origin of the 
disease must be absolutely excluded. In adults, in- 
fectious coxitis is due most frequently to the gono- 
coccus and the pneumococcus. The course of such 
hip-joint disease varies considerably. As a rule it is 
very severe. The juvenile type of osteochondritis is 
a disease of childhood and youth the results of which 
are encountered in adults. In the pathogenesis of 
Perthes’ disease trophic disturbances play an im- 
portant part. Recently it has been found possible 
to produce Perthes’ disease in animals by blocking 
the blood vessels to the joint with silver powder. 

The most common disease of the hip joint is 
arthritis deformans. One of its causes is constitu- 
tional weakness of the joint. The elements forming 
the joint, chiefly the articular cartilage, show dimin- 
ished resistance to continuous insults. Another 
factor is weakening of the organism due to age. 
The condition is favored also by local circulatory 
disturbances, excessive demands, and increased func- 
tion. The organism reacts to the primary degenera- 
tion of the subchondrium and to the necrosis of the 
cartilage with increased connective tissue and osteo- 
phyte formation. The tendency toward ossification 
in advanced age often produces bizarre deposits of 
bone in the hip joint. The mildness of the clinical 
symptoms as compared with the pronounced changes 
seen in the roentgenogram and the prolonged main- 
tenance of function are characteristic. Changes in 
the hip joint are often associated with systemic dis- 
eases of the spine. Especially the ankylopoietic 
spondylitis described by Struempel often becomes 
localized in the hip. In the presence of symptoms 
referred to the hip, roentgenography must not be 
neglected as it will often explain a primary tumor or 
tumor metastases around the joint. In two cases 
cited by the author, roentgenography led to the un- 
usual discovery of deforming osteitis localized ex- 
clusively in the hip joint and the pelvic bones. 

The treatment of diseases of the hip must be 
adapted to the requirements of the particular case. 
The prophylaxis of hip-joint diseases requires relief 
of weight bearing, an increase in the muscle power 
of the lower extremities, and restriction of the body 
weight. Von LopMaver (Z). 


Bragard, K.: A New Sign of Meniscus Injury. 
Fundamentals of Examination of the Knee 
Joint (Ein neues Meniscuszeichen. Grundsetzliches 
zur Untersuchung des Kniegelenks). Muenchen. 
med. Wchnschr., 1930, i, 682. 


The symptoms of lesions of the meniscus are at 
times not very characteristic. Even a point of 
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tenderness to pressure in the middle of the joint 
fissure on the medial aspect of the extended knee, 
which is often cited as characteristic, may not be 
indicative of meniscal injury. Such a point of 
tenderness is found also in diseases and injuries of 
the capsule, chronic inflammations of the joint, and 
disturbances in the ligaments due to static changes. 
Moreover, the signs of incarceration, which may be 
caused by a loosened meniscus, are not pathogno- 
monic of meniscal luxation as they may be pro- 
duced also by a fat tag or a cartilaginous joint 
mouse. In both conditions—the incarceration of 
fat tags or a cartilaginous joint mouse on the one 
hand and capsular irritation on the other—an in- 
jury of a meniscus can be differentiated with cer- 
tainty only on the basis of shifting of the menisci on 
flexion and rotation of the knee during examination 
for points of tenderness to pressure. 

The author describes the action of the menisci in 
movement of the joint. As the menisci are fixed 
only anteriorly and posteriorly, they make definite 
shifts in position with the movements of the normal 
joint. In extension of the joint, for example, both 
are pushed forward and fill out the space between 
the ends of the bones so completely that the joint 
line can be palpated only with difficulty. On flexion 
of about 150 degrees, they slip slowly into the 
posterior part of the joint so that the anterior joint 
space is opened. When rotation movements are 
made with the leg flexed, their movements are re- 
versed. When the leg is rotated inward with the 
knee flexed about 90 degrees the lateral meniscus is 
pushed clear back whereas the medial meniscus is 
moved forward almost as far as in the extended 
position of the knee. When the flexed joint is 
rotated outward, the medial meniscus is drawn back 
and outward, the anterior portion is put under 
heavy tension and pulled deeply into the joint, 
and the lateral meniscus is moved farther forward 
than in the extended position of the knee. 

It is evident, therefore, that the menisci are 
accessible to the palpating finger in two positions 
of the joint: the medial meniscus, which is injured 
the more frequently, in the positions of complete 
extension and flexion with inward rotation, and the 
lateral meniscus in the positions of complete exten- 
sion and flexion with outward rotation. When the 
meniscus is injured it will be tender to pressure in 
these positions of the joint, and when other positions 
are assumed it slips away from the palpating finger 
and the tenderness ceases. From the occurrence 
and subsidence of the tenderness to pressure in 
these positions a conclusion may be drawn as to 
whether the sensitive and frequently thickened 
structure is a meniscus or the capsule. As a rule the 
longer the point of tenderness takes to disappear on 
simple flexion of the joint, the more severe the in- 
jury. In contrast to injury of the menisci, affections 
of the capsule of the joint cause greater tenderness 
on flexion as the sensitive tissues are then stretched 
and, in addition, are pressed upon the hard articular 
border of the tibia. ZILLMER (Z). 
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Boon-Itt, S. B.: A Study of the End-Results of 
Synovectomy of the Knee. J. Bone & Joint Sury., 
1930, xii, 853. 

The author reports the end-results of sixty partial 
or complete synovectomies performed in forty-eight 
cases of arthritis of the knee. In some instances fat 
pads and the semilunar cartilages were removed 
with the synovial membrane. In the cases of infec- 
tious arthritis the operation was preceded by the 
accepted treatment for that condition. After the 
operation, physical therapy was begun as soon as pos- 
sible. The author draws the following conclusions: 

1. In well-selected cases of chronic arthritis of 

the polyarticular type synovectomy results in im- 

provement in about 60 per cent, and in well-selected 

cases of chronic arthritis of the monarticular type it 
results in improvement in about 75 per cent. 

2. In traumatic arthritis, synovectomy gives 
good results in 95 per cent of the cases. 

3. Tuberculous arthritis of the knee is not bene- 

fited by synovectomy. ELVEN J. BERKHEISER, M.1). 


McKittrick, L. S., and Pratt, T. C.: The Operative 
Treatment of Lesions of the Lower Extremities 
in Diabetes Mellitus. Arch. Surg., 1930, xxi, 555. 


This article is based on 281 operations for lesions 
of the lower extremities in diabetes mellitus which 
were performed in a period of seven years. The pa- 
tients remained throughout the treatment under the 
care of the internist, but the entire responsibility 
for the choice of operative procedure and the decision 
as to how, when, and where amputation should he 
done rested with the surgeon. 

The most important factors indicating the cir- 
culatory condition of a foot are pain, the appearance 
and temperature of the foot, and the pulsation of 
the dorsalis pedis artery. 

Pain in the calf or in the sole of the foot suggests 
failing circulation. Severe pain while the leg is at 
rest indicates arterial insufficiency with a poor 
prognosis. 

A foot with failing circulation appears dead when 
it is elevated and becomes dusky or red and shiny 
when it is dependent. 

A foot which is cold at ordinary room tempera- 
ture has poor circulation. A sharp change in the 
temperature at some point on the leg means failure 
of collateral circulation at that point. 

Pulsation of the dorsalis pedis artery can be {elt 
in practically all normal feet. When it is absent, 
operative procedures should be undertaken only 
with great caution. 

In conditions due primarily to infection, in which 
the pulse of the artery can be felt and the foot is 
warm and of good color, local operations are usually 
successful and amputation is unnecessary. When 
the foot is cold, blanches when it is elevated, aud 
flushes when it is dependent, local operations ire 
rarely successful and sometimes are dangerous. 
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In the cases of infection reviewed the organism 
usually responsible was the staphylococcus albus. 
The wounds were kept wet constantly with Dakin’s 
solution. In superficial infections, ultraviolet light 
was found of value. 

The only form of external heat used to stimulate 
the circulation in the cases reviewed was the electric 
pad. Other methods were found dangerous. 

Painful feet were often relieved by the following 
exercises: (1) lying in bed with the feet elevated 60 
degrees for two minutes; (2) sitting up with the 
feet dependent for three minutes; (3) lying down 
with the electric pad on the feet and legs for five 
minutes. This cycle was repeated 6 times each 
period for 3 or 4 periods a day. When walking was 
resumed it was at first permitted for only half a 
minute each hour and then gradually increased 
daily. 

Gangrene in a pulseless painful foot is an indica- 
tion for amputation unless it is confined to the tip of 
a digit or is superficial. A painful foot which is not 
relieved by two weeks’ hospital treatment should 
be amputated. 

If the arterial pulse is present and the foot is 
warm, amputation of toes may be done safely for 
gangrene, osteomyelitis, or recurrent ulcer or to 
improve drainage in infection of the ball of the foot. 

In the cases of patients under fifty-five years of 
age amputation is best done through the lower leg 
if the skin is warm as far as the ankle, the popliteal 
—_ pulsates, and infection is absent above the 
ankle. 

The Gritti-Stokes amputation requires good pul- 
sation in the popliteal artery, a warm skin of good 
color to the ankle, absence of signs of injection at 
least 7 cm. below the tibial spine, absence of all 
evidence of general septicemia, and the possibility 
of using an artificial limb. 

Amputation should be done through the thigh 
when the shortest and surest method is necessary, 
when the popliteal or femoral artery does not pul- 
sate, when extensive infection is present, and when 
conditions will prevent the use of an artificial limb. 

In cases of severe infection and gangrene of the 
foot and extensive general sepsis, the guillotine 
operation must be done and followed after two or 
three weeks by a secondary plastic amputation if 
the patient’s condition permits. If the fever con- 
tinues after the guillotine amputation a search 
should be made for metastatic infection. 

Drainage of the anterior part of the foot is best 
done on the dorsal aspect, usually by amputation of 
I or 2 toes, but sometimes by amputation of the 
head of the metatarsal. Attempts to drain in the 
plantar surface usually fail. A fairly good weight- 
bearing surface can be obtained after removal of 
metatarsal heads if the bone is beveled so that the 
lowest part of the stump is toward the heel. 

In major amputations, preparation of the skin 
lower than 5 cm. below the line of incision is contra- 
indicated by the danger of stirring up infection. 
Except in guillotine operations, the use of the tour- 
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niquet should be avoided in order to prevent throm- 
bosis. 

After operation, special care should be taken to 
keep the skin of the opposite heel and the back in 
good condition. Daily irradiation of the back with 
ultraviolet light is advisable. The stump should be 
dressed every six to eight days. Sutures should not 
be removed until after from ten to fourteen days. 
The patient should be fitted with temporary arti- 
ficial legs after four or five weeks and encouraged to 
walk early. 

Double amputations may be done and in many 
cases are requested by the patient because of the 
comfort and freedom from pain they offer. 

In the 281 operations reviewed the general mor- 
tality was 11.6 per cent. In 119 major amputations 
for conditions due primarily to arterial insufficiency 
the mortality was 17.6 per cent, and in 19 amputa- 
tions done for conditions due primarily to infection 
it was 10.5 per cent. Wiiita A. Crark, M.D. 


Rollier, A.: Conservative Treatment in Surgical 
Tuberculosis of the Lower Extremity. J. Bone 
& Joint Surg., 1930, xii, 733. 

Hibbs, R. A.: The Treatment of Tuberculosis of 
the Joints of the Lower Extremities by Opera- 
tive Fusion. J. Bone & Joint Surg., 1930, xii, 740. 

Lo Grasso, H.: The Non-Operative Treatment of 
Tuberculous Joints of the Lower Extremity. 
J. Bone & Joint Surg., 1930, xii, 755. 


ROLLIER states that the loca destructive lesions 
caused by so-called surgical tuberculosis are simply 
manifestations of a general disease and secondary 
evidence of an infection which exerts a local action 
only because of a decrease in the general resistance 
and a disturbance of psychophysical equilibrium 
Therefore the treatment should consist of measures 
to improve the physical condition and the psychic 
tone or morale and local measures to increase the 
local defense. 

The first essential in the conservative treatment 
of surgical tuberculosis is exposure of all of the skin 
to the complete solar spectrum. The skin is an organ 
which not only possesses functions of protection and 
secretion, but also is active in the regulation of the 
circulation and capable of supplying endocrine gland 
deficiencies. Only general heliotherapy of all of the 
skin is capable of restoring to this organ its various 
and extremely important functions in the defense 
mechanism of the body. Heliotherapy has a restora- 
tive influence also on the muscular system and the 
joints. Its beneficial effect on the blood and the 
mineral metabolism can be followed by studies of 
the blood calcium which it increases to normal or 
above normal. It alters the acid-base equilibrium, 
alkalinizing and recalcifying areas which have be- 
come decalcified by the hyperacidity of the bacillary 
infection. To be of the utmost value, it must be 
given according to definite principles of dosage and 
technique. 

Also of importance in the treatment of tubercu- 
losis is the diet. This should consist of cereals, 
vegetables, and fruits which are rich in vitamines. 
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Rollier characterizes the closed plaster cast as 
“the greatest physiological and orthopedic mistake 
of our times.” It destroys the function of the skin, 
atrophies the muscles, decalcifies the bones, and 
aids the bacilli in producing still greater destruction. 
Rollier’s mode of treatment may include rigorous 
maintenance of horizontal decubitus, but does not 
involve complete joint immobilization. Cautious 
and gradual extension separates joint surfaces, but 
permits small spontaneous movements. 

Improvement is manifested clinically by diminu- 
tion in the infiltrations around the joints, subsidence 
of the tuberculous cedema, and spontaneous absorp- 
tion of cold abscesses, which are to be regarded as 
“antibody depots” and part of the healing process. 

In the roentgenogram, improvement is shown by: 

1. Demarcation of a zone of sclerosis between 
healthy and diseased tissues. 

2. Absorption of abscesses, infiltrations, fungos- 
ities, etc. 

3. Reconstruction in the zone of atrophy and 
softening of a new bony substance with a strong 
trebecular meshwork. 

4. Re-organization of sequestra and the filling 
up of cavities and defects by connective tissue. 

5. Re-adaptation to functional demands by new 
joint formation. 

In the hip, the foci are usually situated in the neck 
or head of the femur or the acetabulum. Even when 
the new joint is deformed the prognosis for function 
is good and the tendency toward recurrence is less 
after heliotherapy than after ankylosis. In the knee, 
function is frequently restored in spite of joint 
irregularities, but is less than in the hip. The tibio- 
tarsal joint is most favorably affected by helio- 
therapy; its ankylosis is exceptional. 

The results of heliotherapy in the 3 joints of the 
lower extremity are summarized in a table. Of the 
hip cases, a cure with function was obtained in 74 
per cent and normal function in a third of the cured 
cases. Of the knee cases, a cure with function was 
obtained in 66 per cent and normal function in two- 
fifths of the cured cases. Of the ankle cases, a cure 
with function was obtained in 93 per cent and nor- 
mal function in two-thirds of the cured cases. 

In Rollier’s clinic, operative treatment has been 
abandoned in all closed cases of bone and joint 
tuberculosis. Since 1903, Rollier has done no resec- 
tions or arthrodeses of the hip and no resections of 
the tibiotarsal joint. Sequestrectomy has been done 
only when the necrosis resulted from secondary in- 
fection. Resection of the knee has been performed 
only 3 times and only in the cases of adults. 

Hibs states that many reports on the end-results 
in cases of tuberculous joints are of little value be- 
cause they are based on inaccurate methods of diag- 
nosis or the period of observation was too short. 
Very frequently the disease is erroneously considered 
cured when the patient is free from the symptoms or 
disabilities ordinarily associated with active tuber- 
culosis. This is true particularly when the disease 
begins in childhood. Symptoms may recur after 


INTERNATIONAL ABSTRACT OF SURGERY 


they have been absent for from five to ten years. 
Activity of the infection may be manifested only by 
such trivial symptoms as slight pain on use of the 
joint after rest, fatigue after activity, and muscle 
spasm which are easily overlooked. 

A study of the end-results after fifteen years in 
208 cases of tuberculosis of the hip which were 
treated conservatively showed that in 47 per cent 
the lesions were still active and in 27 per cent they 
were quiescent. Only 2 of the patients were symp- 
tom free with useful motion in the joint. In 22 per 
cent of the cases an incorrect diagnosis was made. 

A similar study of 77 cases of knee-joint tubercu- 
losis shewed that in 13 cases the condition never 
became quiescent; in 16 it recurred and fusion wis 
done; in 26, it was quiescent; in 5 ankylosis resulte«|; 
and in 10 the diagnosis was incorrect. Seven of the 
patients were dead. The cases in which a recurrence 
developed after the condition had become quiescent 
constituted over one-third of the series. 

The results in the cases of ankle-joint tuberculosis 
were correspondingly discouraging. 

It is rare for tuberculosis of a joint of the lower 
extremity to be cured with mobility by consery.:- 
tive methods. A cure should not be claimed unless 
the diagnosis is proved, and this can be done only 
by the rpmoval of tissue or the aspiration of pus. 

Fusion of the joints checks recurrence, hasteis 
the return to normal activities, eliminates the dan- 
ger of spread of the infection, and cuts short the 
years of treatment necessary to obtain results by 
conservative methods. At the Hibbs Clinic, fusion 
has been successful in 154 tuberculous knee joints, 
92 per cent of 150 tuberculous hip joints, all of 1s 
tuberculous ankle joints, and 4 tuberculous tarsa! 
joints. 

Lo Grasso emphasizes that he treats patients 
with all forms of tuberculosis but only a relatively 
small percentage of them have joint complications. 
He regards joint tuberculosis as a local manifesti- 
tion of a generalized infection as he finds that 65 
per cent of patients with extrapulmonary tubercu- 
losis have definite, even if inactive, pulmonary le- 
sions. Therefore he believes that the treatment 
should be directed principally toward the general 
infection. The general infection is best treated by 
bed rest and heliotherapy. Surgical treatment 
should be reserved for cases which fail to respond tu 
conservative treatment and those with complica- 
tions such as painful or flail joints. Lo Grasso has 
found that conservative treatment usually results in 
healing with useful motion which is maintained 
without recurrence of the disease. 

A table of end-results in 91 cases of tuberculosis 
of the joints of the lower extremity which were 
treated conservatively and followed for an averaye 
of more than six years shows that 20 per cent of the 
patients recovered completely (no symptoms or 
limitation of motion), 19 had disability of less than 
25 per cent, 22 per cent had disability of from 25 |v 
75 per cent, and 37 per cent were completely «is- 
abled. CuesTer C. Guy, M.D. 
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FRACTURES AND DISLOCATIONS 


Speed, K., and Rider, D. L.: Experimental Healing 
of Bone After Parathyroidectomy. Arch. Surg., 
1930, xxi, 679. 

Following a comprehensive review of the literature 
on the relation of the parathyroids to the healing of 
fractures, the authors report their findings in ex- 
periments on dogs in which fractures were produced 
after removal of the thyroid and parathyroid glands. 
In the normal control dogs the blood calcium was 
found to average about 10 mgm. per 100 c.cm., and 
union of the fractures was firm after three weeks. 
In the experimental animals, in which the blood 
calcium ranged from 6 to 7 mgm. per 100 c.cm., 
union of fractures was never firm after three weeks 
and sometimes not even after six weeks. 

A. Crark, M.D. 


Albee, F. H.: Principles of the Treatment of Non- 
Union of Fractures. Surg., Gynec. & Obst., 1930, 
li, 289. 

Albee discusses the pathology of the healing and 
non-union of fractures, the various methods of 
treating non-union used in the past, and his tech- 
nique for inlay grafting. He cites 16 cases illustrat- 
ing various features of his method. 

The union of a facture depends upon the formation 
of granulation tissue. The latter consists in the 
proliferation of capillary buds that fill the space 
between the fragments and an accompanying pro- 
liferation of fibroblasts between the capillaries. 
Later, the scar-tissue contracts, forcing out the 
capillaries and becoming comparatively avascular. 
Osteoblasts grow with the fibroblasts, probably from 
the periosteum, endosteum, and haversian canals. 
These throw out osteoid tissue which later becomes 
infiltrated with mineral salts (probably calcium phos- 
phate and carbonate). The deposition of mineral 
matter is dependent upon the osteoblasts, an en- 
zyme, ‘“‘phosphatase,”’ described by Robison, and 
uae in alkalinity of the tissue fluid in the 
callus. 

The causes of non-union are: (1) failure of the 
granulation tissue to bridge the gap because of poor 
reduction or the interposition of tissue which granu- 
lations cannot penetrate; (2) premature transforma- 
tion of the granulation tissue into scar tissue, which 
reduces the nutrition of the osteoblasts; (3) breaking 
of the granulation tissue or soft callus by early mo- 
tion or manipulation; (4) defective circulation due 
to a severe injury; (5) local infection; (6) Lane’s 
plates or an improper operative procedure introduc- 
ing a foreign body; and (7) the absorption of the 
solid callus before restoration of the trabecular 
alignment (rare). 

Although the healing of bone is influenced by the 
general health and state of nutrition, there is no 
proof that the feeding of calcium or phosphorus 
salts or Vitamin D preparations is of any value. 
Parathyroid extract is definitely contra-indicated as 
it causes the solution and excretion of bone calcium. 
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The use of the limb should be restricted and the 
bone protected by a brace, but Bier’s hyperemia 
and Thomas’ pounding are worthless. 

Of the operative measures, the author approves 
of none but the use of his inlay graft and occasion- 
ally an onlay graft. The technique of inlay grafting 
is essentially as follows: 

The periosteum over the site of fracture is cut 
and stripped back and all of the old scar tissue dis- 
sected away. The bone ends are then freshened. 
With power-driven twin saws set the proper distance 
apart, a slot is cut in both fragments from the 
periosteum to the marrow cavity. With the twin 
saws set one saw-thickness wider, a graft of the exact 
length and width necessary is cut from the tibia. 
Periosteum and endosteum are included in the graft. 
The graft is tied in place with kangaroo tendon 
passed through drill holes made perpendicular to 
the direction of the slot. The periosteum is sewed 
over the graft. 

The advantages of this procedure may be sum- 
marized as follows: 

1. Like tissue is approximated to like tissue. 

2. The bone carries a periosteal graft with it. 

3. The graft extends, above and below, into 
healthy tissue, establishing a good blood supply. 

4. No important structures are destroyed. 

5. Adequate immobilization is obtained. 

The cast must be left undisturbed for eight weeks. 
No windows should be cut over the site of the 
fracture. Physical therapy, including the use of 
radiant heat, massage, and diathermy, by a trained 
person is essential. 

Of the author’s series of 671 cases, in all of which 
one or more other methods had been tried before, 
the inlay method gave good results in 89 per cent. 

Maurice L. Date, M.D. 


Oetiker, L.: The Operative Treatment of Habitual 
Anterior and Downward Luxation of the Shoul- 
der (Zur operativen Therapie der habituellen 
Luxation der Schulter nach vorn und unten). Beiir. 
3. klin. Chir., 1930, cxlix, 537. 


The author reviews cases of habitual anterior and 
downward luxation of the shoulder which have been 
published since 1918 and reports eleven cases from 
the de Quervain Clinic. He differentiates between 
direct, indirect, and mixed methods of operation. 
The direct methods are those which attempt to 
correct the anatomical anomalies. ‘The indirect 
methods are the muscle, fascial, and bone plastics 
which do not attempt to repair the injured area and 
stabilize the joint only in an indirect manner. 

Of the indirect methods, the formation of support- 
ing ligaments according to the techniques of Joseph, 
Openshaw, Sandes, and Loeffler produce intracap- 
sular lesions and give rise to the danger of arthritis 
deformans. Therefore they are not to be recom- 
mended. Moreover, like their extra-articular vari- 
ants, especially those of Schmieden and Girgolaff, 
they have not yet yielded any noteworthy perma- 
nent results. 
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The operations which expose the joint to less 
danger—reduction of the size of the capsule with 
and without free fascial transplantations, trans- 
plantation of the subcapsularis, and the muscle 
plastics of Clairmont and Finsterer—have not met 
expectations. A greater number of permanent re- 
sults have been obtained with Kirschner’s suspen- 
sory method and Oudard’s elongation of the coracoid 
process. At least equally effective is the direct 
method of Perthes, which has given ten permanent 
results, and narrowing of the capsule, which has given 
fifty-six permanent results. However, in the cases 
treated by narrowing of the capsule there were 
twenty-nine recurrences, the majority of which may 
be attributed to unrecognized associated injuries and 
therefore were due to the indirect method. Trans- 
plantation of bone to the anterior edge of the glenoid 
cavity gave only two permanent results in the cases 
reviewed, but will probably show considerably better 
results in future reports. However, because of the 
possibility of necrosis without healing and of infec- 
tion of the freely transplanted bone, impairment of 
the results is greater than in the direct methods of 
Perthes and in reduplication of the capsule. Accord- 
ing to the cases reviewed, the direct reparative 
methods have a decided advantage over the others. 
Frey (Z). 


Freund, E.: Microscopic Processes in the Head of 
the Femur After Fracture of the Femoral Neck 
(Ueber die mikroskopischen Vorgaenge im Hueft- 
kopf nach Schenkelhalsbruechen). Arch. f. path. 
Anat., 1930, cclxxvii, 326. 


Freund examined nine fractures of the neck of 
the femur in old persons which had occurred from 
three to nine years previously. From a careful 
study of 203 sections he came to the following con- 
clusions: 

Preservation of the vascular connections (round 
ligament, cervical periosteum, newly formed strands) 
is of great importance in the life of the head of the 
femur. If these connections are entirely interrupted, 
the marrow and spongiosa become necrotic after 
phagocytes from the reticulum of the marrow have 
initiated decomposition of the dead fatty tissues 
and have themselves died off. The importance 
of the round ligament is still very much under- 
estimated. While it is true that the marrow tissues 
and spongiosa may sometimes become necrotic when 
this ligament alone is preserved, in other instances 
its preservation may entirely prevent necrosis. 
Later, by way of this ligament, necrotic tissues are 
removed and gradually replaced by newly formed 
marrow and spongiosa to the fracture surfaces with 
the formation of a nearthrosis. Also when remnants 
of the periosteum of the femoral neck are preserved 
and when connecting strands are formed, regenera- 
tion proceeds from the surfaces of the nearthrosis. 

In the broken-off head of the femur which has 
formed a nearthrosis tiny fissures are often found on 
microscopic examination. Some of these may have 
occurred before the fracture of the neck (early frac- 


tures) and others at the time of that fracture 
(accessory fractures), but the greater number 
occurred subsequently (late fractures). The late 
fractures are recognized from the presence of newly 
formed bone which has fractured and healed again. 

For the nourishment of the cartilage with its 
sluggish metabolism the joint fluids alone are suiii- 
cient. The cartilage seldom becomes necrotic even 
when there is complete separation of the head of 
the femur from all of its vascular connections. The 
healing process after traumatic separation of the 
joint cartilage and the very varied degenerative 
and regenerative processes of the joint cartilage in 
the broken-off femoral head do not lead to secondary 
arthritis deformans. Accordingly, the latter condi- 
tion is of no practical importance among the se- 
quel of fracture of the neck of the femur. 

In cases of fracture of the neck of the femur in 
which tabes is present all of the signs described by 
Moritz as characteristic of tabetic arthropathy ire 
found and sometimes are very marked. 

JASTRAM (Z). 


Santos, J. V.: Changes in the Head of the Femur 
After Complete Intracapsular Fracture of the 
Neck: Their Bearing on Non-Union and Treat- 
ment. Arch. Surg., 1930, xxi, 470. 


The author reports fifteen cases of intracapsular 
fracture of the neck of the femur. Complete necrosis 
of the head of the femur occurred in nine and partial 
necrosis in one. Non-union resulted in five. In two 
cases in which bony union was obtained there was 
impaction, In one case of non-union no treatment 
was given; and in one, Whitman extension of the 
limb was employed. In two cases the hip spica 
treatment was inefficient. 

The head of the femur may undergo necrosis aiter 
complete intracapsular fracture of the neck of the 
femur in spite of the presence of the ligamentum 
teres. Secondary vascularization may or may not 
occur. In some cases the blood supply may penetrate 
the spongiosa through the fovea by way of the round 
ligament or through adhesions along the surface of 
the eroded neck or articular cartilage. When this 
occurs, considerable parts of the femoral head may 
be preserved and active bone regeneration may fol- 
low. If the necrotic head fails to obtain a secondary 
blood supply from the ligamentum teres, simple de- 
struction and fragmentation of the articular cartilage 
and bone result. If connective tissue extends from 
the ligamentum teres into the eroded head, there is 
replacement of cartilage and bone about the fovea 
with absorption of the deep layer of articular carti- 
lage, the process continuing to regeneration. 

When bony union occurs in spite of necrosis of the 
head, it is brought about by new bone coming from 
the distal fragment. When the head of the femur re- 
mains alive after the fracture and the fragments ire 
in good position, bony union of the fracture will 
occur in the majority of cases. 

There are four main causes of non-union: (1) dis- 
placement of fragments, (2) excessive mobility vf 
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fragments, (3) necrosis of the head of the femur, and 
(4) necrosis and erosion of the neck fragments. 

The most important factors in bony union are 
exact reduction and fixation of fragments. Necrosis 
of the head is an important cause of non-union. 
When the circulation of the head is completely in- 
terrupted and the entire structure dies, any callus 
that is formed for the repair of the fracture must 
come from the distal fragment. Union between a 
completely necrotic head and a living distal fragment 
is more difficult to obtain than union between two 
living fragments. 

If the head remains alive, it will undergo the same 
degree of atrophy from loss of function produced by 
immobilization and the same degree of restoration 
with the return of function as the neighboring ilium 
and distal fragment. In cases of non-union and 
marked functional disability, there is a persistent 
uniform reduction in the density of the head, and 
the bony trabecule may be entirely lost in relatively 
large areas. In cases of necrosis of the proximal frag- 
ment there is a distinct difference in the density of 
the shadow cast by the head and the neighboring 
living bone at the end of the period of immobilization 
treatment. This difference is visible at the end of 
six weeks and is usually marked at the end of from 
two and one-half to three months. The head, having 
lost its blood supply, has been unable to atrophy and 
casts a shadow of normal density, whereas the neigh- 
boring living bone is reduced in density as a result 
of the atrophy of disuse. Subsequent changes in the 
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density of both the head and the neighboring bone 
vary according to whether or not bony union occurs 
and according to the restoration of function. When 
there is necrosis of the head and bony union of the 
fracture occurs the necrotic head casts a heavier 
shadow than the distal fragment at the end of the 
period of immobilization. With the resumption of 
function, the tissues of the distal fragment are stim- 
ulated to invade the necrotic head, with resulting 
absorption and replacement by new bone. This 
change is evidenced by an irregular reduction in 
density which proceeds from the fracture line when 
the invasion is from the distal fragment and from 
the fovea when the invasion occurs from the round 
ligament. Too early weight-bearing in cases of ne- 
crosis of the head with bony union will cause col- 
lapse which is evidenced in the roentgenogram by a 
depression of the articular surface and irregular dense 
shadows in the underlying bone due to the compres- 
sion of the broken-down necrotic trabecule. 

When the Whitman method of abduction and in- 
ternal rotation in a hip spica is employed the cast 
should be removed after from ten to twelve weeks 
and a roentgen examination made to ascertain 
whether the head is dead or alive. If the roentgeno- 
gram is not conclusive, the roentgen examination 
should be repeated. If non-union results with survi- 
val of the head, the bone-pegging operation of Albee 
may be employed, but if the head is necrosed, the 
Whitman or Brackett reconstruction operations may 
be indicated. Rupovps S. Reicu, M.D. 
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BLOOD VESSELS 


Lewis, D.: Congenital Arteriovenous Fistulez. 
Lancet, 1930, CCxix, 621, 680. 


It is frequently impossible clinically to differenti- 
ate between various vascular lesions. C ongenital 
arteriovenous fistula may present many of the signs 
of those of the traumatic type. The congenital 
fistulae also suggest a close relationship to cirsoid 
aneurisms, rankenangiomata, and other types of 
hemangioma. 

Lewis reports six cases of congenital arteriovenous 
aneurism which he has observed recently, and gives 
briefly the histories of twenty-four cases which have 
been recorded in the literature. He discusses the 
bradycardiac reaction, the cardiac enlargement, and 
the development of the aneurism. 

Operative treatment is more difficult in cases of 
congenital arteriovenous aneurisms than cases of 
arteriovenous aneurism of the traumatic type be- 
cause, in the former, the communications are usually 
multiple and, when the aneurism occurs in the ex- 
tremity, are so situated, that they cannot be reached. 

Of the twenty-seven cases reviewed in which the 
aneurism occurred in the extremities, amputation 
was performed in thirteen (about 48 per cent). In 
some cases multiple operations are necessary. Lewis 
believes that the large veins in which the thrill is 
greatest and the bruit loudest should be attacked 
first, when possible, after the artery has been closed 
temporarily with a rubber-covered clamp. Ligation 
of the arteries in the extremities has been frequently 
followed by gangrene. In one case mummification 
of the thumb followed ligation of the brachial artery 
or the circulatory changes subsequent to it. 

The bradycardiac reaction will disappear when a 
great amount of blood is no longer shunted directly 
into the veins from the arteries. A heart which has 
been dilated and decompensated as the result of the 
disturbance of the vascular mechanism will return to 
normal when the fistulous communications are closed 
or removed by amputation. The return to practi- 
cally normal of a badly damaged heart is illustrated 
by Israel’s case, in which an amputation was per- 
formed above the aneurismal communications. 

Congenital aneurisms do not differ from traumatic 
aneurisms with regard to the bradycardiac reaction 
and the cardiac changes. Whether or not these are 
present depends upon the amount of blood shunted 
directly from the arteries into the veins. 

Cart R. M.D. 


McPheeters, H. O.: The Injection Treatment of 
Varicose Veins. Am. J. Surg., 1930, x, 19. 


A short history of the injection treatment of vari- 
cose veins is given. McPheeters believes that in the 


majority of cases varicose veins are due to congeiii- 
tally defective vein walls. He is of the opinion alsv 
that an endocrine factor is not to be denied. \, 
proof has been found that infection in the vein w,\|! 
is a primary cause. 

In the treatment of all extensive cases of varicose 
veins McPheeters uses a 75 per cent solution of in- 
vert sugar and a 50 per cent solution of dextrose 
combined with a 30 per cent solution of sodium 
chloride. He then employs quinine and urethrane 
for injection of the varices that were missed at the 
first sitting. 

Pregnancy, especially during the first four or tive 
months of the condition is no longer considered a 
contra-indication to the injection treatment. Whe 
cardiovascular case is on the borderline. There is 
no greater danger of complications in elderly persons 
than in young persons. Obesity is not a contra 
indication, but renders the injection much more 
difficult. 

Marked oedema and swelling of the feet may i: 
due to varicose veins, a cardiorenal condition, or «n 
old infectious thrombophlebitis. Therefore a cor- 
rect diagnosis is very important. The diagnosis is 
aided by the Trendelenburg and Perthe tests. When 
the Perthe test is positive the injection treatment 
may be given whether the Trendelenburg test shows 
a definite reverse flow or not. One contra-indication 
accepted by all physicians is the case in which « 
definite, positive infectious thrombophlebitis has 
been present at some time in the past, either follow 
ing confinement or some other cause, and has leit 
the deep venous system of the leg severely injure: 
or destroyed. Also in cases of recent thrombophle 
bitis in the deep system the injection treatment is 
contra-indicated until time has proved the extent o/ 
destruction of the deep circulation and the infectious 
condition has entirely quieted down. 

Various techniques are discussed and McPheeters 
method is described in detail with illustrations. .\s 
a rule, McPheeters prefers to treat all of the lesions 
at one time. However, when they are very extensive 
one leg may be treated first and the other leg a few 
days later. The saphenous vein is not ligated. ‘The 
most common complication is periphlebitis along the 
course of the injected vein due to direct injection o! 
the sclerosing fluid outside the vein, leakage of the 
injected fluid through a needle puncture in the wa! 
of the vein, or direct passage of the sclerosing {lui:! 
through the wall of the vein. 

Fatalities following vein injections, the causes o/ 
recurrence of the varicosities, and pathologic:! 
changes following the injections as shown by biop-\ 
specimens are discussed. 

The handling of varicose ulcers is described witli 
emphasis on the use of the rubber sponge. In all! 
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McPheeters’ cases of ulcer 10 drops of a saturated 

solution of potassium iodide are given three times a 

day after meals and Braun seed skin grafts are used. 
Cari R. STEINKE, M.D. 


Stern, E. L.: The Alcohol Injection of Nerve Roots 
for Thrombo-Angiitis Obliterans. Am. J. Surg., 
1930, X, 107. 

Blocking of the nerve roots of the twelfth thoracic 
and first and second lumbar nerves results in paraly- 
sis of most of the vasoconstrictor fibers of the femoral 
and popliteal arteries. The blocking is accomplished 


by injecting into the nerve roots 8 c.cm. of 95 per 
cent alcohol after inducing anesthesia with a 1 or 2 
per cent solution of novocain. 

Stern reports three cases of thrombo-angiitis ob- 
literans in which this procedure was used. In each 
case there was definite improvement in the circula- 
tion evidenced by a rise in the temperature of the 
extremity. The blocking of the nerves produced no 
serious paresis or paralysis of the muscles and no 
sensory disturbances except slight anesthesia of the 
upper and lateral parts of the thigh. 

SAMUEL PerRLow, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Berceanu, Slatina, and Albulesco: The Origin of 
Postoperative Reactions—Leucocytosis, Fever, 
and Azotzemia—and the Practical Importance 
of These Reactions in the Prognosis of Opera- 
tive Results (L’origine des réactions post-opéra- 
toires—leucocytoses, fiévre, azotémie—et leur im- 
portance pratique dans le prognostic des suites 
operatoires). Presse méd., Par., 1930, xxxviii, 1187. 

From their studies of postoperative reactions the 
authors draw the following conclusions: 

1. There is a postoperative leucocytosis. 

2. Postoperative fever due to the disintegration 
of leucocytes is the result of the reaction of the 
organism to the operative act. 


3. Postoperative azotemia is the result, first, of 


diffusion in the blood of leucocytic ferments and 
the products of disintegration of the leucocytes of 
the blood and, second, of local tissue resorption. 

4. Leucocytosis, fever, and azotemia are closely 
related and vary simultaneously. 

5. The variations are directly proportional to the 
patient’s age (a known factor) and his organic 
resistance (an unknown factor). 

6. They may be directly proportional also to the 
duration and severity of the operation. 

7. These postoperative reactions may be of 
prognostic value with regard to the results of the 
operation. 

8. In the absence of hepatorenal lesions, an in- 
tense leucocytosis, febrile reaction, and azotemia 
indicate a very favorable prognosis. 

9g. A moderate leucocytosis, fever, and azotemia 
indicate a favorable prognosis. 

to. A feeble leucocytosis, slight fever, and no or 
only slight azotemia indicate a reserved prognosis 
requiring close postoperative observation. 

11. The absence of leucocytosis or the presence 
of a definite leucopenia and hypothermia after an 
operation of long duration with severe trauma in- 
dicate a very unfavorable prognosis. Pace. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Albee, F. H.: The Bacteriophage in Surgery. Internat. 
J. Med. & Surg., 1930, xliii, 461. 


The author discusses the use of bacteriophage in 
surgery, particularly as exemplified by the modern 
treatment of osteomyelitis popularized by Orr. In- 
stead of frequent interference and dressings, the 
wound is let alone for weeks or even months be- 
cause allowing the products of the bacteria as well 
as the granulations to remain undisturbed in con- 
tact with the wound is apparently favorable to the 


induction of a native bacteriophage. It has been 
shown that there is a native bacteriophage in wounds, 
and that healing is delayed in cases in which this 
element is lacking and is accelerated by the intro- 
duction of the lytic principle.. Antiseptics may cause 
destruction of the bacteriophage. 

The most striking characteristic of a wound 
treated by this method is the appearance of the 
granulations, which are a glistening red and not 
exuberant or oedematous. When the wound is well 
packed with vaseline gauze and enclosed in a dress- 
ing surrounded by plaster so that uniform pressure 
is exerted upon it and the surrounding structures, 
the normal appearance of the resulting granulations 
suggests that normal physiological pressure has been 
brought about by the dressing. The pus is expressed 
and the packing extruded from the wound by the 
pressure of the growing tissues. The point at which 
this equilibrium is maintained by the dressing is 
apparently that which is optimal for the healing of 
tissues. The speed of the epithelialization and the 
rapid assumption of a normal appearance by the 
new skin suggest that the healing of all structures 
is greatly favored by the equalization of the pres- 
sure at an optimal level. This principle may explain 
the unusually satisfactory results obtained when the 
treatment is applied to varicose ulcers. In the last 
three years more than 150 cases have been treated 
by this closed method with excellent results. 

Jacos M. Mora, M.D. 


ANZSTHESIA 


Hadenfeldt, H.: Phenomena Accompanying Spinal 
Anesthesia (Ueber die Begleiterscheinungen «cr 
Lumbalanaesthesie). Arch. f. klin. Chir., 1930, clix, 
267. 

Spinal anesthesia is now so perfected technically 
that only the accompanying phenomena, which are 
distressing but not dangerous, still stand in the way 
of its wider acceptance. While the after-complica- 
tions (headache, local pain in the sacral region, 
neuralgia in the lower extremities and abducens 
paralysis) do not present a single homogeneous 
disease picture, and the dyspnoea, which is caused 
by pushing the anesthesia too far, can be avoided, 
the symptoms accompanying the anesthesia present 
a definite syndrome, the individual phenomena of 
which—dizziness, general discomfort, nausea, vomit- 
ing, pallor, sweating, spasmodic yawning, and, in 
severe cases, dulling of consciousness—follow each 
other in regular order. Up to the present time these 
phenomena have not been preventable. They 
appear when the anesthesia has reached a certain 
height, usually within eight to twelve minutes a/ter 
the administration of the anesthetic and just be- 
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fore or immediately after the occurrence of the an- 
esthesia. In some cases they come on about ten 
minutes after the subsidence of the excitement attend- 
ant upon the beginning of the operation or after 
completion of the operation. The attack occurs most 
frequently in the first stage. An attack in the first 
stage is of shorter duration than attacks in the 
second and third stages. In the latter stages the 
attack is likely to begin with pallor and sweating. 
A number of attacks occur in only one-third of the 
cases. 

Nothing definite is known as to the origin of these 
symptoms. It is improbable that a general toxic 
efiect of the anesthetic is the cause because in other 
methods of inducing local anesthesia considerably 
larger amounts of anesthetic are used, and because, 
in novocain poisoning, tonic spasms are prominent 
and vomiting is absent. Responsibility of a local 
toxic action is also improbable because such an 
action is supposedly the cause of the after-effects 
and could not at the same time produce the accom- 
panying phenomena which appear entirely inde- 
pendently of the later disturbances. Irritation of 
the meninges may be excluded because, as we know 
from sunstroke, this causes severe headache and 
long-continuing after-effects, whereas the phenom- 
ena in question cease with cessation of the anes- 
thesia. 

The fall in the blood pressure which is constant in 
spinal anesthesia is in part the consequence of the 
lowering of tonus in the paralyzed region, but is due 
especially to paralysis of the splanchnicus, the roots 
of which are spread over all of the thoracic segments 
from the fifth to the twelfth so that the higher the 
paralysis ascends the more extensive the splanch- 
nicus paralysis that follows. However, sinking of 
the blood pressure and the phenomena accompany- 
ing the anesthesia should not be confused as the 
latter do not make up the phenomena of collapse. 

Seasickness presents great similarity to the syn- 
drome accompanying spinal anesthesia. Both con- 
ditions are accompanied by a lowering of the blood 
pressure, disturbances of equilibrium, and sensi- 
tivity to psychic impressions (recurrence caused by 
impressions arousing nausea). Seasickness begins 
with movements of swallowing and ends when these 
movements cease. The cause of seasickness is a dis- 
turbance in the organs of equilibrium (semicircular 
canals and otoliths) which leads to excitation of the 
vagus nucleus and thereby brings about a disturbance 
of equilibrium in the vegetative system—pre- 
dominance of the cranio-autonomic over the sym- 
pathetic. 

The author is inclined to assume that the dis- 
turbance of equilibrium responsible for seasickness 
is concerned in the origin of the phenomena occur- 
ring in spinal anesthesia except that in the latter 
the shifting in the equilibrium is caused by diminu- 
tion in the activity of the sympathetic. This theory 
would explain why the phenomena in question occur 
with special frequency and force above the level of 
the umbilicus in spite of the fact that a large part 
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of the splanchnicus affected by the anesthetic is 
below this level. Below the umbilicus, the para- 
sympathetic being paralyzed with the sympathetic, 
there is no shift in equilibrium, whereas above it, 
the vagus is not affected, its excitation remains the 
—_ and the activity of the splanchnicus is dimin- 
ished. 

The author found his assumption confirmed by the 
fact that novocain infiltration of the vagi compen- 
sated the lowering effect of the spinal anesthesia on 
blood pressure. 

The most certain remedy for the phenomena ac- 
companying spinal anesthesia which is yet known 
is Bier’s hyperemia at the neck. In spinal anes- 
thesia the splanchnicus is acted upon unavoidably. 
Therefore the syndrome can be attacked only 
through the antagonist, the vagus. The author has 
recently undertaken experiments with vasana, the 
well-known remedy for seasickness. StEverRs (Z). 


Kleine, H. O.: The Origin of Neurotrophic Ulcers 
After Sacral Injections. Observations on the 
Theory of Trophic Nerves (Die Entstehung neuro- 
trophischer Ulcers nach Sakralinjektionen. Bemer- 
kungen zur Theorie der trophischen Nerven). Arch. 
f. Gynaek., 1930, 554. 

The author reports two cases in which the induc- 
tion of sacral anesthesia failed and operation per- 
formed under ether narcosis was followed by the 
appearance of changes in the skin of both feet. In 
the first case symmetrical ulcers appeared, and in 
the second, ulcer formation on one side and oedema 
on the other. Kleine believes that in seeking the 
cause of such sequele it is necessary to censider trau- 
rnatic lesions of the posterior roots at the site of the 
injection, chemical irritation (novocain, tutocain, es- 
pecially when supplemented by the action of adren- 
alin), and vulnerability of the peroneal nerve (skin 
over the dorsum of the foot). A. Frrepemann (G). 


SURGICAL INSTRUMENTS AND APPARATUS 


Kirschner, M.: Changes in the Asepsis of Para- 
phernalia for Operation (Wandlungen in der 
Asepsis des Operationsapparates). Chirurg, 1930, 
ii, 337. 

Bacteriologists have become more and more 
emphatic in calling the surgeon’s attention to the 
fact that the security of measures employed today to 
obtain asepsis is doubtful. Knorr (Munich) has 
found that catgut prepared for operation often con- 
tains bacteria; also that silk and thread which has 
been subjected to boiling for a considerable length 
of time at 100 degrees C. is not completely free from 
bacteria. Konrich (Berlin) has shown by his investi- 
gations that the usual methods of sterilizing swabs, 
compresses, and linens in a stream of steam at 110 
degrees C. and one-half atmospheric pressure is not 
sufficient to destroy all bacteria. Even metal instru- 
ments are not completely sterilized by boiling in 
water. However, the bacteria or spores which have 
resisted the ordinary methods of sterilization are 
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usually quite harmless. They are mostly the spores 
of anaérobic hay-bacilli and soil bacteria which, 
according to general knowledge, do not cause any 
particular injury in wounds. 

These observations raise the question as to 
whether we should still continue to strive for the old 
ideal of complete sterility when this goal is as yet 
unattainable in certain respects (the hands of the 
operator and the skin of the patient) or should give 
up this goal because up to the present time it has 
not been attainable in all respects and the bacteria 
remaining after sterilization procedures now in use 
apparently do not have a marked pathogenic power. 
The author believes we should continue to destroy 
the bacteria as much as is possible and combat all 
recognized sources of contamination with all avail- 
able weapons. 

As the first practical result of the investigations 
cited the manufacturers of catgut have been aroused 
and every effort is being made to render catgut com- 
pletely sterile without reducing its tensile strength. 
In aseptic operations, the author uses only boilable 
ligatures, preferably thread. Although boiling does 
not insure complete sterility, there is a tremendous 
difference between the bacterial content of catgut 
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and that of silk or thread which has been boiled for 
ten minutes. The author has experimented also 
with aluminum-bronze wire (0.15 mm.) which may 
be boiled for hours or heated red hot. . 

The procedures used for the sterilization of 
bandages and operation linen must be radically 
changed. As Konrich has shown that sterility is 
insured only by exposure to steam at 120 degrees (. 
and under one atmospheric pressure for fifteen min- 
utes, the development of new sterilization apparatus 
to meet these conditions is necessary. Moreover, 


- metal instruments must be sterilized by boiling at 


120 degrees F. 

Of particular importance is the separation of in- 
struments and gloves used for septic and aseptic 
operations. Since we now know that our sterilizing 
methods are imperfect, the separation of septic and 
aseptic instruments is essential. The author points 
out also that the same side of the glove should always 
be used. One side of the glove should always be 
toward the skin and the other side always toward 
the outside. The glove should be so labelled. 

Kirschner concludes his report with these words: 
“Better too much effort than defective asepsis.”’ 

ZILLMER (Z). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Valentin, B.: Clinical Contributions on the Nature 
of Malformations (Klinische Beitraege zum 
Wesen der Missbildungen). Arch. f. orthop. Chir., 
1930, XXviii, 385. 

Valentin limits himself to answering the question: 
Is it possible to increase our knowledge of the nature 
of malformations from purely clinical data? The 
clinician sees the complete, fully developed mal- 
formation and can draw conclusions regarding its 
genesis only with great caution. For example, spina 
bifida may be regarded as a reaction of the germinal 
cells or a reaction of the developing organism to 
injuries of various types. In the completed mal- 
formation the mode of origin can no longer be 
recognized. Another example is syndactyly. This 
may have an endogenous origin, in which case it 
presents a definite clinical picture, or it may origi- 
nate in later embryonic life, perhaps through ad- 
hesion of the fetus to the amnion. In some instances, 
therefore, it is possible to conclude from clinical 
examination not only the approximate time of the 
origin of a malformation, but even to determine 
whether the condition is a primary or secondary 
malformation. The author cites a case in which 
examination of the placenta enabled the pathologist 
to establish the presence of amniotic malformation 
although he had no knowledge concerning the child. 

The relationship of abnormal pigmentation to 
malformations of various types is discussed and 
demonstrated by illustrative cases, such as cases of 
neurofibromatosis with osteitis fibrosa, osteomalacia, 
and scoliosis. 

Valentin concludes that, formally and causally, 
malformations may arise in various ways and cites 
proofs of the correctness of this theory. He warns 
against the error of accepting the exogenous theory, 
ie., origin through pressure of the amnion, for all 
malformations that we do not recognize as heredi- 
tary. VALENTIN (Z). 


Baumgartner, E. A., and Jewett, C. H.: Tropical 
Sprue: Experience with Thirty-Six Cases. Arch. 
Int. Med., 1930, xlvi, 597. 


The thirty-six patients whose cases are reviewed 
had lived in the Orient or tropical countries for 
from one to thirty-nine years. Their ages ranged 
from thirty-two to seventy-one years. Twenty-four 
were women. The cause of the condition is unknown. 

In twenty-five cases the earliest symptom was 
diarrhoea. At some time, all of the patients had had 
trouble with the mouth. In most cases the mouth 
condition consisted in the appearance of small ulcers. 
All of the patients complained of marked abdominal 


distention due to gas and gave a history of weakness 
and loss of weight during the acute stage of the con- 
dition. In nearly every case the stools were char- 
acteristic of sprue in the acute stage, being grayish, 
large, and frothy. 

In sixteen cases the blood picture was similar to 
that of pernicious anemia. In all but four, per- 
nicious anemia was definitely ruled out by the 
presence of free hydrochloric acid in the stomach, a 
low blood calcium with or without tetanic reactions, 
or definite dilatation of the colon. Several of the 
patients showed a severe secondary anemia. 

Improvement in the general condition and return 
of the appetite almost always follow restriction of 
carbohydrates and fats in the diet. In cases with 
severe anemia, liver is of value in the treatment. 

STEINKE, M.D. 


Leriche, R., and Fontaine, R.: An Experimental 
Study of the Effect of Section of the Spinal 
Cord on Arterial Pressure. Its Application to 
Surgical Shock and Traumatic Shock (Etude 
expérimentale de l’influence de la section de la 
moelle sur la pression artérielle. Applications a 
Vétude du choc chirurgical et du choc traumatique). 
Presse méd., Par., 1930, XXXviii, 1233. 


The most recent textbooks of physiology teach 
that resection of the spinal cord at the level of the 
seventh dorsal segment provokes vasodilatation of 
the lower limbs; resection above the third dorsal 
segment causes a vasodilatation of the four limbs; 
resection above the seventh cervical segment causes 
generalized vasodilatation; and loss of vascular 
tonus in the paralyzed territories determines a 
marked fall in the arterial pressure which, after 
high resection of the cord, goes from 12 to 2 cm. Hg. 
The initial hypotension is fleeting and ceases spon- 
taneously after a time because of the entrance of 
the medullary vasomotor centers into function. 

The authors undertook to repeat the old experi- 
ments of Ludwig and to study the effect of medullary 
resections on arterial tension. Ten dogs were used. 
In eight of the animals the pressure did not vary 
during the resection nor up to four hours after the 
operation. Sometimes, especially in cases in which 
the anesthesia was not deep enough, resection 
provoked, of itself, a slight hypertension with great 
oscillations. As a rule, however, the tension did not 
vary. Hypotension occurred in only two instances. 

After resection of the cord between the second 
and third dorsal segments no vasomotor paralysis 
of the limbs and not even a fall in arterial tension was 
noted. In the two animals in which the blood pres- 
sure fell after medullary resection, injury of the 
spinal veins with considerable loss of blood had 
occurred in the course of the operation. In the 
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eight other animals there had been no loss of blood. 
Hypotension following resection of the cord is due, 
not to a paralytic vasodilatation consecutive to the 
separation of the cord and the superior intrabulbar 
vasomotor center, but to an operative hemorrhagic 
shock which can be avoided by the use of a better 
technique. 

It is generally believed that vasomotor tonus is 
re-established after several hours or weeks. In 
two of the dogs, the authors measured the blood 


pressure twenty-two and eighteen days after the 


operation. In the first they found a difference of 
1.5 cm. Hg, and in the second, a difference of 4 
cm. Hg. This late hypotension may be explained 
by the poor physiological condition of the animals 
twenty days after a high medullary resection. They 
had trophic disturbances with often considerable 
oedema and eschars. 

Loss of blood rapidly unbalances the vasomotor 
regulation and this produces a more considerable 
fall in pressure than that resulting from anemia 
itself. As soon as there is a fall of pressure of hamor- 
rhagic origin, the least nervous excitation is ex- 
pressed by increasing depressive actions and the 
traumatic factor is added to the hemorrhage factor. 
The first element in the prevention of operative 
shock is careful hemostasis throughout the opera- 
tion. Pace. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Poynton, F. J., and Moncrieff, A.: Infective Granu- 
lomata and Streptococcal Infection. Lancet, 
1930, Ccxix, 787. 

A girl aged thirteen months was admitted to the 
hospital with swollen glands of the neck which fol- 
lowed a “‘bad cold” seven weeks previously. Before 
the development of this condition she had been 
healthy. 

The temperature was 100 degrees F’. and the pulse 
136. The cervical glands on the right side of the 
neck were enlarged and firm, and seemed to adhere 
together. Glandular enlargement was found also in 
the right axilla and both groins. The chest and ab- 
domen were normal. 

At the end of a week, all of the glands had in- 
creased in size and incision of the right cervical nodes 
revealed a thin purulent fluid which, on culture, 
yielded streptococci. The blood picture was as 
follows: red blood cells, 4,000,000; white blood cells, 
12,000; hemoglobin, 50 per cent; polymorphonuclear 
neutrophiles, 76 per cent; small lymphocytes, 6 per 
cent; large lymphocytes, 9 per cent; mononuclears 
and eosinophiles absent. This picture did not change 
greatly during the course of the illness. The Wasser- 
mann and Kahn reactions were negative. The child 
died two weeks after admission to the hospital. 

The autopsy findings were without interest except 
for a mass of adherent glands on either side of the 
neck which contained thin blood-tinged pus. The 
mass on the right side pressed upon the pharynx, 


and there was cedema of the glottis. The mediastinal 
glands were greatly enlarged. The liver was enlarged 
and contained two small white deposits suggestive 
of lymphadenomatous material. The mesenteric 
glands were normal. The right iliac and inguinal 
glands were enlarged and beginning to break down. 
Cultures of the heart blood showed hemolytic 
streptococci. Histological examination of the lym- 
phatic glands disclosed a definitely thickened cap- 
sule and areas of engorgement with red blood cells 
and polymorphonuclear leucocytes. There’ were 
areas of excess eosinophiles and endothelial cells 
and many large multinuclear endothelial cells with 
centrally placed overlapping nuclei of the type asso- 
ciated with Hodgkin’s disease. The center of many 
of the lymphoid follicles was invaded by endothelial 
= The areas in the liver also showed endothelial 
cells. 

The clinical appearance of the glandular enlarge- 
ment suggested Hodgkin’s disease, and the histo- 
logical examination confirmed this impression. On 
the other hand, there was direct evidence of a 
streptococcus infection. In discussing the nature of 
this infection, the author points out that the “soil” 
must be considered as well as the nature of the 
“seed.”’ He states that if, in the case reported, the 
streptococcal infection had been more virulent at the 
onset, septicemia would have resulted, whereas if 
the resistance had been greater, the acute features 
would not have been present and death would have 
occurred from cachexia and cardiac failure as in the 
typical case of lymphadenoma. Under the circum- 
stances, the tissues put up a borderline response to 
the streptococcus invasion which closely resembled 
Hodgkin’s disease. 

Ruling out the possibility that this was a case of 
lymphadenoma with a terminal streptococcus in- 
fection are the age of the child, the lack of changes 
in the blood picture which would indicate leukemia, 
and the improvement in one group of glands with 
enlargement in another group in the absence of an 
obvious source of infection. 

In conclusion, the author advises against too rigid 
classification of disorders of the blood, lymphoid 
elements, and reticulo-endothelial system occurring 
in childhood. J. Pickett, 


Dew, H.: Some Complications of Hydatid Disease. 
Brit. J. Surg., 1930, xviii, 275. 

The common site for the lodgment of the em- 
bryo hydatid is the liver. A hydatid follicle forms 
which becomes vesicular in two or three weeks. .\s 
fluid collects within the cyst an adventitious capsule 
is formed about the inner laminated layer. | he 
laminated layer is elaborated by the parasite, and 
the adventitious capsule by the tissue reaction of 
the host. With the formation of these coverings 
all leakage from the cyst stops. The laminations «re 
laid down from within outward and show a tendency 
to form fissures. The outer layers having more tvn- 
sion than the inner layers, there is a tendenc) 0! 
the cyst to turn inside out in case of rupture. Wi! !1i0 
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the laminated layer there is a nucleated germinal 
layer which elaborates the laminated membrane, 
the specific fluid, and the solices. 

Simple cysts are found typically in children and 
young adults. Hence the majority of cysts dis- 
covered are nearly as old as their hosts. Though 
small cysts may cause early symptoms when they 
occur in certain situations such as the orbit or cranial 
cavity, large cysts characteristically remain latent 
in many organs, even producing deformity before 
they are detected. Attention is usually first at- 
tracted to them by the complications resulting from 
escape of the cystic fluid. 

General effects of the rupture of a cyst are, first, 
anaphylaxis, and later, secondary echinococcosis. 
Special sequel of rupture of a cyst into one of the 
natural channels are, first, mechanical effects, and 
later, suppuration in the cyst. The most common 
symptoms are anaphylactic—a rash, dyspnoea, cya- 
nosis, abdominal pain, nausea, delirium, and perhaps 
profound cardiovascular shock leading to a fatal 
termination. Dew has divided his cases into three 
types according to the clinical manifestations: the 
common benign, the severe, and the grave. 

Following the rupture or puncture of hydatid 
cysts, secondary echinococcosis may take place. The 
parasitic elements are so persistent that they are 
able to survive and ultimately develop often at a 
distance from the original cyst. Any of them can 
grow if implanted into the tissues under aseptic con- 
ditions. The cysts are always of slow growth, taking 
from five to twelve years to develop. When rupture 
of a cyst takes place into the heart or venous system, 
metastatic secondary cysts occur with consequent 
dissemination into the lungs or cerebrum. 

The chief mechanical effects of rupture are clog- 
ging of channels into which the rupture occurs, with 
consequent signs of irritation of the part affected. 
A bronchohepatic fistula may form, causing the ap- 
pearance of bile in the sputum and leading eventually 
to suppuration of the cyst. When a subpleural cyst 
involves a patent bronchus, hydatid pneumothorax 
may result. In the majority of these cases pyo- 
pneumothorax develops and may be confused with 
tuberculous pneumothorax. The right side is in- 
volved more frequently than the left. There is rarely 
any positive previous history. 

CLARENCE V. BATEMAN, M.D. 


DUCTLESS GLANDS 


Coffey, W. B., and Humber, J. D.: Extract of 
Adrenal Cortex Substance. California & West. 
Med., 1930, xxxiii, 640. 

The authors restate the following premises of a 
previous communication: 

1. Among the controls or “governors” in our 
physiological make-up, there is a control or stabilizer 
of tissue growth. 

2. This control or stabilizer of the development 
and multiplication of tissue cells is of the nature of 
an active principle or hormone. 


3. This hormone is produced by certain cellular 
elements of the body which are found in considerable 
amounts in the cortex of the suprarenal glands. 

4. This hormone or active principle may be pro- 
duced also in other parts of the body yet to be 
determined. Extracts made from other tissues 
have been found to exert what is probably an 
inhibitory effect on cellular growth when normal 
cellular growth has been disturbed. 

5. This hormone or active principle is found in 
a highly potent form with an unmistakable effect 
upon malignant cellular growth in extracts made 
from a portion of the cortex of the suprarenal 
glands. 

6. The extract containing the active principle 
has a destructive effect upon malignant tissues, 
causing its necrosis and death without destroying 
normal tissues. 

In clinical cases of malignant new-growths the 
authors found that when extract of the suprarenal 
cortex was injected subcutaneously in graduated 
doses at definite intervals it caused marked necrosis 
in the areas of malignancy followed in a short period 
of time by sloughing when such a process was 
anatomically possible. In cases in which the 
process was anatomically observable, it was found 
that the tumor mass usually became necrotic and 
liquefied. Soon after the first injection the pain was 
often alleviated or ceased entirely. 

At autopsy, it was noted that metastatic areas of 
involvement showed evidences of necrosis, although 
in some instances the areas were very small. 
Microscopic examination of such presumably ne- 
crotic tissues showed that the malignant tissue had 
broken down and degenerated and had become 
necrotic. 

Injections were made, when possible, twice a 
week, but in some cases only weekly injections were 
given. The dose was increased from 1 minim to a 
maximum, in the average case, of 12 minims. 

The authors believe that previous X-ray and 
radium therapy delay the beneficial effects of the 
suprarenal extract. They conclude that the extract 
has a vasodilator action influencing the sympathetic 
system. They describe the method of preparing the 
suprarenal extract and cite numerous cases in 
which improvement followed its use. 

Joun H. Gartock, M.D. 


Eidelsberg, J.: Endocrinopathies: The Thyropi- 
tuitary Syndromes. Diagnosis and Treatment. 
Med. Clin. North Am., 1930, xiv, 425. 


The author reports three cases illustrating thyro- 
pituitary syndromes. 

Deficiency of the pituitary gland may be limited 
to either the anterior or the posterior lobe, but is 
usually due to both. Anterior lobe deficiency is 
indicated by arrest of growth, small extremities, and 
small tapering fingers, and by sex characteristics 
such as small genitalia, small breasts, absence of 
hair, and amenorrhoea. Posterior lobe deficiency is 
manifested by obesity of the lower part of the 


ial 
ed 
ve 
ric 
al 
n. 
tic 
m- 
p- 
lls 
re 
Ils 
th 
ry 
al 
al 
e- 
O- 
a 
of 
if 
d 
}- 
h 
n 
(| 
d 


180 


abdomen, increased sugar tolerance, a low blood 
pressure, a reduced basal metabolic rate, and occa- 
sionally the syndrome of diabetes insipidus. 

The diagnosis is aided by X-ray examination of 
the skull. When the sella turcica is distinctly small, 
i.e., when its diameter is less than one-fifteenth of 
the skull diameter or when it is enclosed by bridging 
of the clinoid processes, the assumption of a de- 
crease in the size and function of the pituitary gland 
is justified. In tumor cases, a decrease in the field of 
vision for color, revealed by the perimeter, is a help- 
ful early finding. Certain measurements are of value. 
Normally, the distance between the symphysis and 
the top of the head is equal to the distance between 
the symphysis and the soles of the feet. In pituitary 
disturbances, the former measurement is usually 
greater than the latter. Lack of hormone from the 
anterior lobe arrests the growth of the long bones. 

In the treatment of thyropituitary deficiency 
sufficient thyroid is given to bring the pulse to 96 in 
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the cases of adults, and the rectal temperature to 
99.6 degrees F. in the cases of younger patients. 
Pituitary gland substance is administered by mouth 
and by subcutaneous injection. The anterior lobe 
substance is given in doses varying from 15 to 4; 
gr. daily. The whole gland substance is administered 
in doses varying from 12 to 40 gr. daily. An extract 
of the anterior lobe substance is given by injection, 
I c.cm. being given daily in extreme cases and two 
or three times a week in milder cases. In cases of 
posterior lobe deficiency, extract of the posterior 
lobe is given by injecting 14 c.cm. or more daily jn 
severe cases and two or three times a week in miler 
cases. The most satisfactory results are obtained 
by the combined methods of treatment. Patients 
have frequently been taught to give themselves thc 
injections. 

The prognosis is best when sufficient therap) js 
instituted early in life. 

MANUEL E. LICHTENSTEIN, M.1). 
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